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PREFACE 


District AIDS Prevention and Control Units (DAPCU) have been established in 26 A 
category districts of Karnataka. NACP-III aims at integration of NACP interventions in 
the NRHM framework for optimization of scarce resources and provision of seamless 
services to the end customer / patients as also for ensuring long term sustainability of 
interventions. 


DAPCU have three fold functioning 
Implementation of NACP strategies; 
Convergence with NRHM activities; and 
Convergence with the other related Departments in the Districts. 


Karnataka is having an extensive service delivery systems in all 26 high prevalence 
districts. These are available to common man in District, Taluk and grass root level and 
thus the issues related to HIV/AIDS have been handled effectively and a process of 
integrating HIV/AIDS with other health related programmes have been successfully 
initiated in all Districts. 


It is a matter of joy that KSAPS with the collaboration of Karnataka Health Promotion 
Trust (KHPT) and funding support from Public Health Foundation of India (PHFI) has 
initiated a series of sensitisation and orientation programmes for key policy makers 
and other stakeholders in all the high prevalence districts. 


At the district level, various Departments like Health, Revenue, Social Welfare, Police, 
Education, Food & Civil Supplies, Women & Child Development, NGOs, Youth 
Organisations, Elected Representatives, Women Groups are participating in these 
sensitisation programmes and we hope this will help to reduce stigma and 
discrimination attached to HIV and also bring a new ray of hope among the people 
living with and affected by HIV/AIDS to access the services and lead a normal life 
altogether. 


We look forward to your support, cooperation and active involvement in making our 
efforts fruitful. 


Regards 
Sri R.R. Jannu, KAS Sri. H.S. Ashokanand, KAS 
Project Director Director (Advocacy) 


Karnataka State AIDS Prevention society Karnataka Health Promotion Trust 
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Design of the Manual 
This manual includes five sessions: 


Session 1: Introduction 

Session 2: Epidemiology 

Session 3: Vulnerable Groups — Stigma and Discrimination 
Session 4: Programmes at District Level 

Session 5: My/Our Response to HIV & AIDS 


Each session contains a number of topics that explore related subject matters. 


Purpose of the Guide 


This guide is designed to provide facilitators/trainers to train DAPCU stakeholders about HIV 
and AIDS, and to build perspectives about female sex work and PLHIV and also about the 
National AIDS Control Program (NACP) and DAPCU. The training provided to various 
stakeholders through this guide would equip them with knowledge and attitudes towards 
HIV, prevention, services available, and an in depth understanding in the implementation of 
HIV/AIDS prevention, treatment care & support programmes at the districts and also develop 
a perspective about their role in the prevention and control of HIV/AIDS. 


Scheduling 


This manual has been designed for a 1-day training workshop and it is preferable that 
participants devote one day to training as this is a knowledge-based module. Adaptations can 
be made without loosing sight of the objectives of the session. 


The sessions are presented in sequential order suggesting that Session 1 should be covered 
before Session 2. Likewise, topics within the sessions should follow the suggested sequential 
order. However, the Master Trainers can adapt any of the training material depending on the 
level of training and expertise of the participants and the availability of time. A sample 
workshop schedule is included for your convenience (See Annex 1). 


How to Facilitate ? 


The Master trainers/facilitators should be familiar with experiential and participatory forms 
of learning. The trainers/ facilitators should have the ability to ask exploratory open-ended 
questions and should be sensitive towards involving all the participants. The facilitator 
should also be technically competent to answer questions related to the training topics. 
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Some sessions can be sensitive and exploring the topics can be difficult and embarrassing, for 
example, talking about condoms. However, for any HIV /AIDS work, becoming comfortable 
about talking about sex and sexual activities is essential. Fortunately, these tasks become 


more comfortable with practice. 


The manual also includes some ideas for energizers to provide a break during long sessions. 
(See Annex 2) 


Suggested Teaching Methods and Teaching Aids 
A variety of teaching methods have been suggested for each topic. These include the 


following participatory techniques: 


1 Small and Large Group Discussion 
Discussion is a technique that is central to participatory education. It allows members of a 
group to openly express their opinions on a subject, and listen to the opinions of others. 
Discussion can be conducted with the whole group, but reducing the number of 
participants in a discussion creates a more informal atmosphere and promotes 
participation by all. Small groups of 4 to 5 participants are ideal. 


2 Work Pairs 
Two participants can explore topics or issues that could be sensitive or of a very personal 
nature in a secure setting. Pair work is also appropriate for problem solving exercises that 
encourage intensive input, not consensus agreement. Remember to change pairs often 
so that the same two people do not always work together. 


3 Brainstorming 
Brainstorming involves getting people to list all of the related ideas that they can think 
while someone records the ideas on paper without editing them. This technique helps 
participants generate ideas quickly and fluidly while allowing participants freedom to 
express any/all ideas. When approaching a difficult topic, such as sex, which usually 
makes people nervous and shy, you may find brainstorming invaluable in loosening up a 
group. It can also bea lot of fun. 


4 Role Play 
A role-play involves a trainee imitating or acting out a situation with members of the 
group. These members assume other roles related to learning objectives. Role Play allows 
participants to practice situations before they come across them in real life. 


5 Mini Lecture 
This is a brief and well-paced lecture where definitions, facts or other information are 
presented to participants. The lecture should be presented verbally and should be 
visually supplemented by teaching aids such as information on flip charts, handouts, 
chalkboards, etc. It should not last more than 10 minutes. 


6 Demonstration 


In a demonstration, a facilitator uses examples, experiments or some other actual 
performance in order to illustrate a principle or show the participants how to carry out a 
certain activity. Demonstrations provide concrete experiences of life-like situations. 
Demonstration improves practical skills and the ability to communicate with others. For 


example, using demonstration as a technique can be vital in educating partners how to 
use condoms. 


7. Story Telling 
Based on a typical/practical case, a story with pictures is depicted. The story is told to the 
participants with the help of these sequentially arranged pictures. The pictures are 


usually in flip charts or as powerpoint presentations. The facilitator should be skilled in 
telling the story. 


Teaching Aids 


Try to use many different teaching aids when presenting the topic information. Examples 


include: 

Chalkboard Flip chart 

Handouts Checklists 

Games Graphs and diagrams 
Films and/or videos - Brochures 
Photographs or pictures Games 


LCD projector and Computers 


HOW TO USE THE GUIDE 


Each session provides the following information: 


Background: Gives an overview of each session's aim and a general understanding of what is 
included inthe related topics. 


Topic Outline: Lists the individual topics in a session. 

Total Session Time: Gives an overview of the approximate time for each topic. 

Each topic provides the following information: 

Objective: What the facilitator hopes to achieve by the end of the session 

Description: How the facilitator will achieve the aim 

Suggested Teaching Method: What teaching methodology and techniques will be used 


Materials/Preparation required: What materials are required including flip charts, marking 
pens, handouts, etc. 


Duration: How long each session should take 


Process: The step-by-step instructions on how to implement the activities and run the 
sessions 


Notes: Gives any extra information to help the facilitator to have a successful teaching 
experience 


Reference: After each session, this gives links to facilitator notes or sometimes further 
readings. 


How to Prepare for Every Topic 
Before the facilitator starts each topic in the identified session they should: 


1. Read the entire session thoroughly to see how each topic relates to the next topic. 

2. Prepare the materials and resources identified. For example: handover the 
participants guide, notes, and have items ready in the training room such as flip 
charts, markers, etc. ready before the session begins. 


How to Close the Workshop 


Close the training workshop with a wrap-up debriefing, songs, tea and distribution of 
certificates (if applicable). 


After the Training Workshop 


Providing classroom training is only the first step. Participants also need to be provided with 


ongoing support. It is suggested that the facilitators involved in the training be available to 
provide support to these participants. 


Session/Exercises/Activity in this manual has been developed to accommodate maximum benefits from 
each session and done with a leisurely pace. The facilitator has the liberty to adopt and change according to 


the group to be trained and the pace of the program. It is advised that the facilitator does not miss out on key 
points to be stressed while making any changes to the sessions. 


SESSION 1: INTRODUCTION 


Background 


This session clarifies the objectives and the ground rules of the training workshop. The 
participants are introduced to each other with an icebreaker (an enjoyable activity that helps 
them and the facilitator remember names.) 


Topic Outline 
Topic 1.1: Welcome and Introductions 


Topic 1.2: Adjectival Nouns 
Topic 1.3: Objectives 


Total Session Time: 45 Minutes 


Note: The time mentioned here is designed for 1 -day training. However, the 
facilitator can adapt any of the training material depending on the level of 
training and expertise of the participants and the availability of time. Any 
such adaptations can be made without loosing sight of the objectives of the 
session. Please refer Annex 1, for a sample workshop schedule, which gives 
shorter or minimum duration. 


Objective: To welcome participants to the training. 
To allow facilitators and participants to introduce themselves, their 
organizations and explain the relevance of the training. 


Description: The facilitators should introduce themselves. 


Suggested Teaching Method: Large group discussion. 


Materials/Preparation Required: None 
Duration: 10 minutes. 


Process: 
1. Begin the training by welcoming all the participants. 


2. Make a brief presentation about the organization, its objectives and most 
importantly mentioning the need for this program. 


3. Introduce all of the Master Trainers. 


4. Welcome any other guests who might be present to open the training workshop. 


TOPIC 1.2: PASS THE BALL 


Objective: To introduce ourselves and create a non threatening environment by knowing 
each other. 


Expected Outcome: Participants will know each other and would be less inhibited to 
participate in the sessions to come. 


Materials, Preparation required: Ball and Audio Music Player. 
Duration: 25 minutes 
Suggested teaching method: Game 


Process: Everyone sits in a circle, as one person holds the ball. Once the music begins to play, 
the ball will be passed around from one person to another systematically. The music will be 
stopped at random intervals. Every time the music stops, one person who has the ball has to 
come forward and introduce him/herself. Once the introduction is done, any three 
participants can ask that individual, any three questions. In this way, the activity is continued 
tillall the participants are introduced. 


Tips for the Facilitator: The facilitator should not let inappropriate questions to be raised. He 
must be sensitive to those participants who may be uncomfortable about being questioned 
and use his discretion to do the needful. 


ADJECTIVAL NAMES (Optional) 


Objective: To allow the facilitator *> learn the names of participants and for the participants 
to become acquainted with their colleagues in an enjoyable and relaxed way. 


Description: Each person introduces her/himself to the rest of the group using an adjective, 
which starts with the same letter as their name and an achievement that they are proud of in 


their work. 


Suggested Teaching Method: Small group activity (should be adapted if group size is more 
than 20). 


Materials/Preparation required: None. 


Duration: 25 minutes. 


Process: 
rr, 


Explain that you would like to learn everyone's names and remember them and you 
would also like to learn something special about each participant i.e., about an 
achievement that they are proud of in their work. 


Start off by asking everyone to think of an adjective that begins with the same letter as 
their own name. Explain that it's not a competition and that if anyone can't think of an 
adjective everyone else can help. Then ask each participant to mention about an 
achievement that they are proud of in their work. 


Begin the game by introducing yourself: For example, |am Radha and am RADIANT, anda 
special achievement that they have accomplished in their work or | am Balaji and am 
BOLD and aspecial achievement that they have accomplished in their work. 


Go round the circle to your right, each group member introducing his/her name with a 
positive adjective and a special achievement that they have accomplished in their work. 


This exercise will help everyone remember names and also associate a positive character 
(adjective) to the person. This would be a positive way to begin the workshop. 


Note: Cheerful (& positive) adjectives help everyone to laugh! Participants may prefer to 
choose a clan name or something else, rather than a word that actually rhymes with their 
own name. If someone really can't think of an adjective for him or herself, it may be because 
they are shy. Bear this in mind, because they may need some help during the rest of the 
workshop. Help by suggesting a suitable pleasing adjective and encourage others to help too. 
Some participants may also find it embarrassing to share something they like about 
themselves. Throughout the workshop, give a lot of praise and encouragement to those who 
are more shy/introverted. 


TOPIC 1.3: OBJECTIVES 


Objective: To clarify the objectives of the workshop so that everyone has an understanding of 
the purpose and scope of the training. 


Description: Participants are given a chance to review the objectives of the training 
workshop, discuss and amend them. 


Suggested Teaching Method: Large group discussion. 


Materials/Preparation Required: Flip chart and markers, LCD & PPT 
Duration: 10 minutes. 


Process: 


1. Begin the session by asking the participants to mention what are their expectations. List 
out their objectives ona chart. 


2. Display the workshop objectives ona flip chart. 


¢ Tosensitize about the functions of DAPCU 

* To disseminate information on HIV scenario in the state and its implications — social, 
economic, family. 

* Toprovideaclear understanding of HIV and AIDS. 

* To provide understanding and sensitize participants on the issue of sex work and its 
determinants. 

¢* Toprovide information onthe HIV & AIDS related services available in the Districts. 

* Toprovide an understanding on the role of the group in the prevention of HIV/AIDS. 


3. Read through all the objectives and compare the lists of objectives and mention w >** will 
be covered and what will not be. 


4. Also probe into each of the objective by asking “why should this objective be framed” or 
“what is the need for such an objective” 


S. Askifthere are any questions about any of the objectives. Clarify any misunderstandings. 


SESSION 2: EPIDEMIOLOGY OF HIV 


Background 


This session provides an overview of the HIV & AIDS scenario in the district in comparison 
with the state and national profile. Participants are able to realize the importance of working 
and contributing to the prevention, care and support of HIV. The topic also explores the 
general health scenario in the district such as IMR, MMR, etc... 


Topic Outline 


Topic 2.1: NATIONAL, STATE AND DISTRICT PROFILE 
Topic 2.2: UNDERSTANDING BASICS OF HIV AND AIDS 
Topic 2.3: NACP Ill IMPLEMENTATION PROCESS AND PROGRESS 


Total Session Time: 30 Minutes 


Note: The time mentioned here is designed for 1-day training. However, the 
facilitator can adapt any of the training material depending on the level of training 
and expertise of the participants and the availability of time. Any such adaptations 
can be made without loosing sight of the objectives of the session. Please refer Annex 
1, fora sample workshop schedule, which gives shorter or minimum duration. 


TOPIC 2.1: NATIONAL, STATE AND DISTRICT PROFILE 


Objective: To help participants understand the socio-demographic profile and general health 
scenario at the national, state and district levels. 


Expected Outcome: By the end of the session participants have an understanding of the 
socio-demographic profile and general health scenario at the national, state and district 
levels. 


Materials Preparation required: Chart papers, pens and PowerPoint Presentation. 
Duration: 30 minutes 


Suggested teaching method: The resource person will facilitate a brainstorming session and 
then guide the discussion to give the socio-demographic profile and general health scenario 
at the national, state and district levels. 


Process: The facilitator will start by asking participants what they think are factors that 
influence a good life, followed by a discussion on specific socio-demographic indicators, 
such as population, sex ratio, occupation and literacy. He/she will then initiate a similar 
discussion on health issues like MMR, IMR, TB, HIV and malaria. The session will conclude 
with a presentation on both the socio demographic profile as well as the general health 
scenario, including all the above mentioned factors at the national, state and district levels. 
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FACILITATORS NOTES: THE HIV EPIDEMIC AT THE NATIONAL AND STATE LEVEL 


Each year since 1998, NACO, the National Institute of Health and Family Welfare and the 
National Institute of Medical Statistics (a body under ICMR) bring out estimates of India's 
population living with HIV and AIDS. Released this year in July, the figures for 2006 represent 
the most accurate reading yet of India's HIV and AIDS numbers. The process of enumeration 
and the results have been attested to and backed by international agencies —- UNAIDS and 
WHO. 


The 2006 estimates suggest national adult HIV prevalence in India is approximately 0.36 
percent, amounting to between 2 and 3.1 million people. If an average figure is taken, this 
comes to 2.5 million people living with HIV and AIDS; almost 50 percent of the previous 
estimate of 5.2 million. 


More men are HIV positive than women. Nationally, the prevalence rate for adult females is 
0.29 percent, while for males it is 0.43 percent. This means that for every 100 people living 
with HIV and AIDS (PLHAs), 61 are men and 39 women. Prevalence is also high in the 15-49 
age group (88.7 percent of all infections), indicating that AIDS still threatens the cream of 
society, those in the prime of their working life. 


While adult HIV prevalence among the general population is 0.36 percent, high-risk groups, 
inevitably, show higher numbers. Among Injecting Drug Users (IDUs), it is as high as 8.71 
percent, while it is 5.69 percent and 5.38 percent among Men who have Sex with Men (MSM) 
and Female Sex Workers (FSWs), respectively. 


Karnataka is one of four large southern India states and one among the six states with high 
prevalence of HIV and relatively advanced HIV epidemic, with the adult HIV prevalence in 
several districts exceeding 1% for the past 9 years. As a part of the National AIDS Control 
Program (NACP) of the National AIDS Control Organization (NACO), Karnataka has been 
conducting the HIV Sentinel Surveillance since 1998. Surveillance is carried out annually by 
testing for HIV at designated sentinel sites. Testing for infection is conducted among 
populations at higher risk, represented by patients at sexually transmitted disease (STD) 
clinics, intravenous drug users (IDUs) who often share needles, female sex workers (FSWs), 
and men who have sex with men (MSM). Populations at low risk are represented by women 
attending antenatal clinics (ANCs). Pregnant women attending antenatal clinics are assumed 
to have the same risk of sexual transmission of HIV as any other sexually active general 
population. The prevalence among ANC attendees in 2006 is 1.13% while NFHS-3 provides 
estimate of 0.69% in 2006. 


Table 1 provides the HIV prevalence as per NFHS-3 for India and selected states, separately 
for men and women. Compared with an HIV prevalence of 0.28% among the men and women 
age 15-49 in the country, Karnataka has an HIV prevalence of 0.69% (slightly higher 
prevalence among men than women), second only to Andhra Pradesh among the states for 
which the estimate is available. The NFHS does not give the breakdown in HIV prevalence by 
rural/urban residence or by age for the state. 


According to NFHS II, 0.69 percent of women (age 15-49 years) and men (age 15-54 years) in 
Karnataka are HIV positive. HIV prevalence among men is 0.86 percent and HIV prevalence 
among women is 0.54 percent. 66 percent of women and 85 percent of men have heard of 
HIV/AIDS. Current use of contraceptive is 
63.6 percent and use of condom for 


Table 1: HIV Prevalence by State (NFHS-3) 


Women family planning is 1.7 percent. Total 
(“) | unmet need for family planning is 10.2 
Manipur 
r ; 
Andhra Pradesh percent 
Karnataka 
Maharashtra Among men, those who reported to have 
Tamil Nadu : 
i pel sex with non-regular female partner, 73 
len hic percent reported last time use of condom 
prevalence states and 55 percent reported consistent use 


of condom with non-regular female 
partner. Among men, 61 percent 
reported awareness about use of 
condom for HIV prevention. Overall, 81 percent of men reported that condom can be 
procured within 30 minutes from their residence. 


NFHS-3, india 2005-06 


HIV situation in Karnataka 

Many factors contribute to Karnataka's vulnerability to a severe HIV epidemic. It is bordered 
by Maharashtra, Tamil Nadu and Andhra Pradesh, states that have well-established HIV 
epidemics. Karnataka shares many demographic and economic ties with these states, 
including extensive in and out migration and major transportation routes. Economic and 
social factors also contribute to Karnataka's vulnerability. High poverty levels create 
economic pressures that drive commercial sex work and force migration and social 
dislocation of labourers (primarily men) who are seeking work. The situation is particularly 
acute in northern Karnataka, which is drought-prone and suffers substantial poverty. Low 
literacy, especially among women, hinders effective and widespread behaviour change 
communication. Furthermore, women's low social status inhibits their ability to adopt safer 
sexual practices. 


HIV Burden -A Substantial Epidemic 
Karnataka's first AIDS case was identified in 1988. Since then, the epidemic has reached a 


substantial portion of the population. Antenatal sentinel surveillance data suggest that 

HIV prevalence in the general adult population is high: 1.13% in 2006. Karnataka probably 
has more than 500,000 persons living with HIV. The epidemic remains largely hidden; only 
a fraction of HIV positive people have been tested or reported in the official HIV and AIDS 


Statistics. 
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HIV epidemic in Karnataka is well established throughout the State. 2006 sentinel 
surveillance data show that HIV prevalence exceeds 1% in antenatal clinic attendees in 
northern, central and southern districts - 11 of the 27 districts in Karnataka have HIV 
prevalence exceeding 2% in any given year. Northern Karnataka has the highest prevalence 
districts - 4 have an overall prevalence exceeding 2.5%. Importantly, HIV prevalence is similar 
in rural and urban areas, as demonstrated by the comparable prevalence between ANC 
sentinel sites at district headquarters and first referral units. Moreover, HIV prevalence 


among rural women exceeds that for urban women in at least half of the districts. 
Figure 1: Districts with >1% adult HIV prevalence, 2004-2006 


2004 (1.52%) _ 2005 (1.34%) 2006 (1.13%) 


The complex developmental causes, consequences and challenges associated with 
HIV/AIDS, are beginning to make an impact in all spheres of people's lives. Two decades into 
the HIV/AIDS epidemic, the Government of India is stepping up its response. A third phase of 
the National AIDS Control Programme (NACP III) is now underway, clearly recognizing the 
need to move toward's a decentralized, integrated, and inclusive multi-sectoral approach 
that will transfer the ownership of HIV/AIDS issues. 


TOPIC 2.2: UNDERSTANDING BASICS OF HIV & AIDS 


Objective: 
1. To equip the participants with right information about basic details of HIV namely 
modes of transmission, progression and stages of HIV, etc 
2. Toclear common myths and misconceptions about HIV and AIDS 


Expected Outcome: 
By the end of session, the participants should be able to: 
1. State correctly the different modes of HIV transmission 
2. Understand the different stages of HIV illness 
3. State the methods of preventing the transmission of HIV virus. 


Materials, Preparation required: 
e LCD projector 
¢ Flip charts 


Duration: 60 minutes 


Suggested teaching method: 
¢ Formation of groups 
¢ Quiz on basics of HIV and AIDS 
¢ Power point Presentation and Clarification by facilitator 


Process: 
¢ The process adopted will be a quiz programme followed by presentation and 
clarifications. 
¢ The facilitator should have prepared questions pertaining to the basic information 
about HIV and AIDS 
¢ The participants will be divided in to 4 groups. 
¢ The questions related to session will be circulated from group to group 
¢ The correct answer will be re-emphasized and reinforced. 
¢ Ifthe answer is wrong, the question will be passed on to the next group 
¢ lf all groups answer wrongly, the facilitator will take up the question. 
* The questions will be framed around the following details: 
¢ Full form and explanation of the terms “HIV” and “AIDS” 
¢ The four stages of HIV, differences between the terms HIV and AIDS, 
Window period 
¢ Routes of HIV spread, Fluids transmitting HIV, Myths and 
misconceptions related to spread 
* Common signs and symptoms of AIDS stage 
¢ Prevention of HIV transmission 
¢ Basic information about treatment and care support for HIV 


Following the quiz the facilitator makes a formal presentation on the basics of HIV & AIDS. 


Activity: Questions for the Quiz 


What is the expanded form of HIV? 
What's the difference between HIV and AIDS? 
How is HIV Detected? 
A man visits a sex worker and becomes little apprehensive and gives the 
blood for testing at ICTC. The blood test is negative. After six months he 
tests positive. What could the inference be? 
Where should a person go for an HIV Test? 
The Wife eats out of a plate of a positive husband. Will she get infected? 
The 4 modes of HIV transmission are: 
¢ Unprotected Sex 
¢ Through transfusion of infected & untested blood and blood 
products 
¢ Which are the other two modes? 
What are the most common symptoms of HIV illness? 
Is there a permanent cure for HIV? 
Where is the treatment available for HIV? 
A pregnant woman has tested positive. Can the child be HIV Positive or 
HIV Negative? 


FACILITATORS NOTES: SEXUALLY TRANSMITTED INFECTIONS 


STI are Sexually Transmitted Infections. They are spread by sexual contact. There are many 
different types of STI caused by bacteria or viruses. Some of the common STI are gonorrhoea, 


syphilis, chancroid and herpes. HIV & AIDS is also a STI since it is mainly spread through sexual 
contact. 


The presence of STI is a cause for concern. If they are detected and treated early, they do not 
cause problems except HIV, Hepatitis-B and Herpes. If they are not detected and treated 
early, they may cause a lot of damage to the body resulting in illness, disability and even 
death. The chances of acquiring incurable disease like HIV & AIDS increases if one has an STI. 
Hence itis always better to treat STI. 


Relationship of STI with HIV & AIDS: If a person has STI his/her chances of getting HIV & AIDS 
increased ten fold since the virus can easily enter through the sores and cuts in the skin. 
Therefore, one who has ST1 is also at risk for HIV infection, both through the behaviour as well 
as through the increased risk associated with STI. 


All ST| do not have the same symptoms. It is extremely important to note that many women 
and some men have an STI without any sign or symptom. The following signs could indicate 
presence of a STl in asexually active person. 

Men 

1 Urethral discharge from the penis 

2 Ulceronthe penis (yellow/green in colour). 

3 Painful swelling of the scrotum that is not caused by injury. 


Women 

1 Anunusualfoulsmelling discharge from vagina. 

2 Ulcersinthe vagina or around the vagina 

3 Chronic pain in the pelvic area between the navel and sex organs. Bleeding from the 
vagina, which is not menstrual flow. 

Men & Women 

1 Sores, bumps, blisters, painful ulcers on or near the sex organs. 

2 Burning or pain when urinating 

3 Swelling inthe groin—area around the sex organ. 

All STI except AIDS, Hepatitis-B and Herpes Zoster can be completely treated. For proper 

treatment, it is important to get an early diagnosis from a qualified doctor and complete the 

course of treatment. Do not discontinue the treatment after the symptoms go away. 

All STI should be treated by a qualified medical practitioner i.e. he/she should be at least a 

qualified MBBS doctor. A number of quacks promise treatment of STI. They may not treat the 


STI completely and can cause complications. One should not go to quacks and get lured by the 
advertisements to cure STI at the roadside. Self-treatment should be avoided. 
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lf one of the partners is infected with STI, it is essential to treat the partner. The partner must 
be treated even if they do not have symptoms of STIs. All the district and taluk hospitals have 
STl treatment facility. 

All STI including AIDS are preventable by practicing safe sex behaviours. 

Safe sex behaviours: 

There are lots of sexual activities that are completely safe and will not put a person at risk. 
One can kiss, cuddle, massage, embrace, and rub each other's bodies. 


Mutual masturbation — fingering and touching each other's sexual parts (but one should 
avoid ejaculating semen or vaginal fluids on broken skin) 


Exploring and enjoying these sexual activities can be fun. Condoms can be fun too; it is safe to 
use condoms consistently and correctly. 


FACILITATORS NOTES: FACTS ABOUT HIV AND AIDS 


lf the facilitator uses the presentation with a storyline of Shivamma & Nagamma, then the 
following information will describe the storyline. 


Background: This is a graphic presentation to explain to the participants regarding 
HIV/AIDS, its impact and society's responsibility towards this issue. 


Objective: To provide a basic understanding about the issues involved in HIV/AIDS, the 
modes of transmission, the health services available in a district and the need for a more 
inclusive society especially embracing HIV positive persons. 


|) The presentation pictorially depicts the story of two women: Shivamma and Nagamma 
whose husbands are deceased due to HIV/AIDS. Shivama has a healthy relationship with her 
mother-in-law and is loved by her even after the demise of her husband due to AIDS. 
Shivamma will therefore continue to lead a long, healthy and happy life with her mother —in- 
law. 


Unlike Shivamma, Nagamma is not as lucky and although she takes care of her AIDS afflicted 
husband when he was ill, she is driven out of the house by her in-laws on the death of her 
husband. This leads to her being ostracized by the whole village and her being isolated and 
alone. 


Children whose parents are deceased due to AIDS are innocent but are discriminated against 
in school and are isolated. Doesn't Society have a responsibility towards bringing up these 
children and providing them with an education? 


The above are two case studies to get the participants to think about the seriousness of the 
HIV/AIDS issue. 


Il) Next the presentation explains regarding the basics of HIV. 

How does HIV cause degeneration of the body? The human body has an Immune system that 
protects against attack against infection. Once HIV enters the body it attacks the immune 
system and lowers the effectiveness of the immune system. This increases vulnerability of 
the human body to infections. This leads to repeated attacks from various pathogens leading 
to frequent illnesses and finally death. In this way a healthy person after infection with HIV 
becomes prone to debilitating attacks from various infections resulting in death. Once a 
person is afflicted with HIV and as the disease progresses it leads to wasting away of the body 
and the person becomes a shadow of his or her healthy self and finally dies. 
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How is HIV transmitted? 
Modes of transmission of HIV are: 
a) Unprotected Sexual intercourse 
b) Transfusion of untested infected blood 
c) Sharing of infected needles 
d) Transmission from mother to child during child birth & after child birth through breast milk 
HIV does not spread through the following: 
a) Shaking hands 
b) Sneezing 
c) Mosquito bites 
d) Sharing of toilets 
e) Eating together 
f) Living together 
The spread of HIV can be prevented by: 
a) Safe transfusion of tested blood 
b) Being faithful inarelationship 
c) Using safe needles 
d) Consistent use of condoms 
e) The transmission of HIV from the mother to the child can be prevented by visiting and 
consulting the doctor and confirming the HIV status of the mother. Subsequently, 
initiation of the HIV positive mother and child on the recommended treatment course 
can prevent the transmission of the virus from the mother to the child. This service is 
available at the Prevention of Parent to Child Transmission Centres. 
Availability of services: 

Prevention of Parent to Child Transmission Centres (PPTCT) services are available in the 
District hospital and in medical colleges. 

Voluntary Counselling and Testing Centres (VCTC) services are also available in District 
hospitals, few taluk hospitals and medical colleges. These centres provide for confidential 
pre test counseling, testing of the blood and post test counseling. 

A united effort is required to fight against this epidemic. We can prevent the spread of this 
disease only by: 

1) Informing and educating the public about the issues related to HIV/AIDS 

2) Break the silence on the subject and have informed discussions. This will help 
clarify doubts and will remove any myths and misconceptions about HIV/AIDS and 
prevent the spread of the disease. 

3) Donotdiscriminate against HIV positive children or adults 

4) HIV positive persons are also human beings and have a right to good health, a 
livelihood, property and an education. Do not deny these rights to HIV positive 
people. Being informed about the modes of transmission of HIV will go a long way to 
enable the safe interaction with positive people and will reduce discriminatory 
practices against them and will enable the development of a more inclusive society. 


What is HIV? 


1 The full form of HIV is 


H stands for human 


| stands for immunodeficiency because the virus attacks the immune system/defence 
system of the body making the body weak and less able to fight all kinds of sickness 


V stands for virus, whichis asmall germ 


HIV enters a human body and attacks the immune system making the body too weak to fight 
all kinds of sickness effectively. The course of infection occurs in several different stages 
depending on how the patient is feeling and what symptoms are present. The four stages of 
HIV infection are: 


1 


4 


Acute HIV syndrome — This occurs when the person is first infected with the virus, which 
multiplies and spreads through the body. The person may not have any symptoms at all 
(about half the time), or may have flu-like symptoms such as fever, muscle or joint pains, 
swollen lymph glands and a rash. If these symptoms occur, they usually last for a few 
weeks and then disappear. 


Asymptomatic HIV infection (latent infection) — a few weeks after the initial infection, a 
person infected with HIV will feel perfectly well. If they have any flu like symptoms then 
these will go away and the person will enter the latent stage of HIV infection. This stage 
usually lasts for several years (from 2-10 years in most people). During this time nobody 
can tell that the person is infected, not even a medical specialist, unless an HIV antibody 
test is performed. 


Symptomatic HIV infection — During the symptomatic stage of HIV infection, even though 
the person looks and feels well, the virus is slowly destroying the immune system. 
Eventually the immune system cannot work properly and the person will start to get 
some mild infections or other symptoms. However, at this stage the symptoms due to HIV 
infection are still quite mild and definitely not life threatening. 


AIDS - the end stage of infection due to HIV. 


What is AIDS? 
The full form of AIDS is 


A stands for Acquired 
i stands for Immuno 
D stands for Deficiency 
S stands for Syndrome 


AIDS describes the final result of HIV infection, or a damaged immune system that results in 
an impaired ability to fight off most infections. The term AIDS is a description of asyndrome 
associated with many opportunistic infections, which may occur in different parts of the 


body. 
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An HIV positive person can remain healthy for a long time, i.e., may have HIV in the body, but 


may not have any opportunistic infections. This person's status would be HIV positive, not 
AIDS positive. It is important to understand the difference between HIV and AIDS as a person 
with HIV can stay without any serious sickness for a long time, but can transmit the virus to an 
uninfected person. 


How is HIV transmitted? 
There are four main ways an uninfected person can get HIV: 


1 
2 


4 


Through unprotected vaginal, anal or oral sexual intercourse with an infected person. 
Through transfusion of untested (infected) blood like blood or blood products 
transfusion 

From an HIV infected mother to her baby before or during birth, or through breast 
milk. 

Through sharing and using unsterlized needles. 


For the virus to be transmitted two things must be present: 

1 There must be an adequate quantity of the virus present to cause infection. This can occur 
only with blood, semen, vaginal and cervical fluids and breast milk. 

2 There must be a suitable route like mucous membrane (thin skin) or broken skin for the 
virus to reach the particular cells for which it has an affinity. 


Causes of spread of AIDS 


Infected mother to her 
baby 


In India, sexual transmission is the most common mode of transmission of HIV. More than 
seventy five per cent of all transmission is sexual in India. Unprotected anal and vaginal sex 
between men and men or men and women (with one partner infected) can transmit the virus 
from the infected person to the uninfected. This is especially likely to happen if either partner 
has another sexually transmitted infection such as syphilis or gonorrhoea. Anal sex is more 
risky because it can result in anal tears. This makes it easier for HIV to enter. Women are 
socially vulnerable to HIV infection. The vulnerability of young women is the highest 
especially through penetrative sex, because their sexual organs are still not fully developed 
and are more prone to wounding and tearing. This does not mean that young women behave 
any differently from others. It just means that their young bodies are physically most at risk 
for the virus. 


Oral sex can also transmit the virus. (Oral sex is contact between the genitals of one partner 
and the mouth of the other partner. Deep kissing is not oral sex.) Unprotected oral sex should 
be avoided if there are sores present in the mouth or on the genitals. Oral sex on the penis is 
safer when a condom or dental dam is used. A dental dam is a small square of fine condom 
rubber that can be placed in front of the mouth/tongue during oral sex to protect from direct 
contact with the genital area. Open sores on the vagina/penis or sexually transmitted 
infections (STI) also increase the possibility of HIV transmission. 


Infected blood can also spread the HIV virus. This can be from untested blood transfusion, or 
from an unsterilized needle or any skin piercing instrument that is stained with blood. 
Therefore, care needs to be taken with needles for injections (by doctors or intravenous drug 
users), instruments used for tattooing and with razors. Make sure that these instruments are 
sterilized again before each new person uses them. This also applies to all surgical 
instruments where blood is involved. Open wounds should be kept covered. 


Mothers can transmit the virus to babies, before, during or after birth. In resource poor 
countries HIV positive woman can transmit HIV to their babies in one out of three cases. This 
transmission can happen in the womb, at birth, or from breast milk. 


HIV can be transmitted through the breast milk of an infected mother to her child, but to a 
limited extent. However, UNAIDS still recommends that all mothers in developing countries 
should breast-feed their babies. This is because the advantages of breast milk (increased 
immunity against diseases such as measles, polio and diarrhoea) outweigh the risk of HIV 
infection and exposure to infection from substitutes given by bottle. The current 
recommendations are exclusive breast-feeding for 3 to 6 months and then complete 
stoppage. Mixed feeding (breast milk with artificial feeds and/or water) is not recommended. 


How is HIV not transmitted? 
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Vomit, faeces, sweat, tears and urine are all quite harmless, provided that they do not 
contain any blood. Thus cleaning or bathing a patient is quite safe, provided all open 
wounds are covered. Sharing toilets is also safe. 

Kissing does not spread the virus, unless both partners actually have bleeding gums, then 
there may be avery small risk. 

Mosquitoes, fleas and bedbugs cannot spread the virus either. The body system of the 
insects does not allow HIV to survive or to be transferred. 

Sharing food does not spread the virus. 

Shaking hands does not spread the virus. 

Hugging carries no risk at all. Nor does sharing sheets, towels, clothes or eating utensils. 
Swimming or bathing together carries no risk 


How can we prevent the transmission of HIV? 


lf we are involved in sexual activities, the safest way of limiting the transmission of the virus is 
for all of us to adopt safer sexual practices, independent of whether we are negative or 
positive. This allows us both to protect and care for others, as well to protect and care for 
ourselves. 
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Total Abstinence. By not at all having sex with anyone, one can prevent acquiring STI or 
HIV infection. However one could acquire the infection through other modes of spread, 
more so, human beings are sexual beings and adoption of celibate life is not at all 
practical, as most people, including those who want to have children or to get married, 
find this option inappropriate. However it has been proved extremely effective in slowing 
down the transmission of HIV among young men and women, especially if they choose to 
delay their sexual debut. 


Temporary abstinence. This can be a good solution for some people, especially for those 
who travel alone on work away from their usual partners for some time. However, many 
people also find this a difficult option. 


Only having sex with one person who only ever has sex with you. Because of the length 
of the HIV incubation period, sexual history is always relevant. This does not give 
guaranteed protection, because, in some cases, one partner in a couple may have been 
infected before they started being mutually faithful, without showing any symptoms. The 
virus can last 10 years or more in the body before making someone ill. Both partners may 
wish to get tested before beginning their monogamous relationship. 


Using condoms. This method is reliable only if the condoms are used correctly and with 
every act of sexual intercourse. Many people find this option difficult, but across the 
world condoms have shown to be very useful in the spread & prevention of HIV & STI. 
Condom use means a worry-free sex life and it is an enjoyable healthy habit. 


5S Non-penetrative sex. Provided there is no mixing of body fluids between the couple, 
there is little risk of transmission of HIV. 


Get STIs treated promptly, correctly and completely. Partner must also be tested at 


the same time. Treatment of STIs reduces the risk of transmission of HIV. 


Note: Sex with condoms should always be practiced between HIV positive partners to avoid 
repeated exposure to HIV that can increase a person's viral load and possibly infect them 
with other STI/Infections. 


Besides, using disposable or sterilised needles and syringes can also prevent HIV. Any blood 
accepted for transfusion should also be tested for HIV. 


What are some myths and misconceptions about how HIV can be prevented? 


These methods do not prevent the transmission of HIV: 


1. Using other contraceptives, such as the pill, |UD or injection. These can prevent 
pregnancy, if taken or used correctly. However, they do not protect against HIV or 
other STI. 


2. Using herbs in the vagina — actually damage the vaginal lining and can increase 
chances of HIV transmission. 

3. Wearing agood-luck charm—no protection against HIV. 

4. Taking preventive treatments. There is no vaccine yet invented to prevent HIV. 

5. Washing immediately after sex. 

6. Having unprotected sex with a known person like a relative or a friend with the belief 


that known or healthy looking person will not carry the infection — persons infected 
with HIV can look absolutely healthy in the early stages. 

7. Having the belief that taking regular penicillin injections can prevent one from 
acquiring HIV infection — this may have some effect on STI but in no way prevent a 
person from acquiring HIV. 


What is a HIV test and what are the issues related to testing? 


A person is HIV positive only when his or her blood test result is positive for HIV antibodies. 
The most commonly used blood tests are: Rapid tests, ELISA and the Western Blot. These 
tests only detect antibodies (chemicals the body produces to fight the virus) in the body and 
not the virus. Antibodies for HIV in a human body take approximately 6 to 12 weeks to 
develop after infection. That is why the test results would only show positive 6 weeks or 
longer after infection. This is called the window period. During these 6 weeks, while the test 
results show HIV negative, the viral load of the infected person is very high and the person 
could spread HIV more effectively than at any other period. 


Three principles frame the Indian government's policy on HIV testing. They are: 
1. Noperson may be tested without his or her consent and it should be an informed 
consent. 
2. Testresults are confidential. 
3. Preand post-test counselling is an inclusive part of testing. 


An informed consent means that through pre-test counselling a person has been made 
aware, in a language s/he understands, of the possible consequences of the test. 
Informed consent would mean that the person has given consent to undergo the test 
after understanding the details of the test without any coercion. 


Confidential testing means that only the client and the health workers involved in the 
person's direct care know that a test was performed and have access to the results. This 
information should not be given to other health providers, health authorities, employers, 
insurer, schools, family members or any other third party without the person's very clear 
permission under any circumstances. 


Pre-test counselling is a confidential dialogue between a client and a trained health 
worker aimed at explaining the HIV test and the possible implications of knowing one's 
HIV status. It is intended to lead to an informed decision to undergo or refuse to test. It is 
also intended to provide accurate information about HIV and AIDS with the aim of 
encouraging risk reduction behaviour and coping. 


Post-test counselling is a confidential dialogue between a client and a trained health 
worker aimed at explaining the HIV test result (HIV positive, HIV negative or HIV 
Indeterminate), providing appropriate education, support, referral, coping skills and 
encouraging risk reduction behaviour. 


A person can go for a blood test either voluntarily or on referral by a doctor/counsellor or 
through any other health care provider. An individual could voluntarily go for a HIV test when 
s/he believes himself/herself at risk, they participate in risk behaviours like unprotected sex, 
sharing needles, blood transfusion or they have a STI. An individual could go to a voluntary 
counselling and testing centre also to get information on HIV. The earlier people go for a test 
the earlier they can access preventive and /or care services, thus prolonging their health life 
and most importantly improve their quality of life. 


TOPIC 2.3: NACP III IMPLEMENTATION PROCESS AND PROGRESS 


Objective: 
* To provide over all scenario on NACP III and its different components. 


* To share information on KSAPS and DAPCU includin 


g their roles in implementing 
NACP-II| at the state and district level. 


Expected Outcome: 


* Participants will get an overview of NACP III & the DAPCU interface. 


¢ Participants will have better information on inter-relation between NACO, KSAPS 
and DAPCU with special reference to NACP-III. 


Materials, Preparation required: 
* Power-point presentation 


* Hand out on NACP-III, KSAPS and DAPCU. 
« LCD 


e White board and markers. 
Duration: 30 minutes 


Suggested teaching method: 
Lecture followed by question and answer session 


Process 


* Facilitator writes NACP on the board and asks the group to expand the term. He/she 
explains how NACP has been introduced in India with its broader objectives. 


* He/she makes a presentation on the subject, coupled with interaction. 


* Asks the participants for doubts and queries if there are any among the participants. If 
not, the facilitator asks few questions on the presentation made and ensures that the 
group have understood the importance of NACP-III and the role of KSAPS at the state 
level and DAPCU at the district level. ' 


Facilitator will conclude the session with vote of thanks. 


Tips for the Facilitator: 


the session. : 

> Guidelines on NACP-III and the DAPCU structure will have to be there wi 
the facilitator. 

> DAPCU's over all pictures at the district level with its relevance and 

important stakeholders will have to highlight in the session. 
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Facilitators Notes : DAPCU mainstreaming - An Overview 
FACLITATORS NOTES: NACPIII, KSAPS, DAPCU AND NRHM 


National AIDS Control Organisation (NACO) provides leadership to HIV/AIDS Control 
Programme in India, implementing one National Plan within one monitoring system. State 
AIDS Prevention and Control Societies (SACS) implement NACO programme at state level, but 
have functional independence to upscale and innovate. 


SACS are autonomous and decentralised. Each State AIDS Prevention and Control Society has 
a governing body, its highest policy-making structure, headed either by the minister in charge 
of health or the chief secretary. It has on board representatives from key government 
departments, the civil society, trade and industry, private health sector and PLHA networks, 
who meet twice a year. It approves new policy initiatives, annual plan and budget, appoints 
statutory auditors and accepts the annual audit report. For better financial and operational 
efficiency, administrative and financial powers are vested in the Executive Committee and 
the Programme Director. 


Functions of SACS are: 
¢ Medical and public health services 
* Communication and social sector services. 
¢ Administration, planning, coordination, monitoring and evaluation, finance and 
procurement. 


GOALS AND PROGRAM THRUST AREAS OF NACP III 


The overall goals of NACP-III (2007-12) is to halt and reverse the epidemic in India 
over the next five years by integrating programmes for prevention, care and 
support and treatment. This will be achieved through a four-pronged strategy: 


¢ Prevent infections through saturation of coverage of high-risk groups with 
targeted interventions (Tls) and scaled up interventions in the general 
population. 


Provide greater care, support and treatment to larger number of PLHA. 


Strengthen the infrastructure, systems and human resources in prevention, 
care, support and__ treatment programmes at district, state and national 
levels. 


¢ Strengthen the nationwide Strategic Management Information System. 


The specific objective is to reduce the rate of incidence by 60 per cent in the first year 
of the programme in high prevalence states to obtain the reversal of the epidemic, 
and by 40 percent in the vulnerable states to stabilize the epidemic. 


KSAPS vision is consistent with NACO's vision, which envisions an India where every person 
living with HIV has access to quality care and is treated with dignity. Effective prevention, care 
and support for HIV/AIDS is possible in an environment where human rights are respected 


and where those infected or affected by HIV/AIDS live a life without Stigma and 
discrimination. 


KSAPS has taken measures to ensure that people living with HIV have equal access to quality 
health services. By fostering close collaboration with NGOs, women's self-help groups, faith- 
based organizations, positive people's networks and communities, KSAPS hopes to improve 
access and accountability of the services. It stands committed to building an enabling 
environment wherein those infected and affected by HIV play a central role in all responses to 
the epidemic—at state, district and grassroots level. 


KSAPS is thus committed to contain the spread of HIV in India by building an all-encompassing 
response reaching out to diverse populations. We endeavour to provide people with 
accurate, complete and consistent information about HIV, promote use of condoms for 
protection, and emphasise treatment of sexually transmitted diseases. KSAPS works to 
motivate men and women for a responsible sexual behaviour. 


KSAPS believes that people need to be aware, motivated, equipped and empowered with 
knowledge so that they can protect themselves from the impact of HIV. We confront a stark 
reality — HIV can happen to any of us. Our hope is that anyone can be saved from the infection 
with appropriate information on prevention. KSAPS is built on a foundation of care and 
support, and is committed to consistently fabricate strategic responses for combating HIV 
and AIDS situation in India. 


With the setting up of District AIDS Prevention and Control Unit under NACP-III, there will be 
increased emphasis on improving coordination functions at state level in supporting the 
programme implementation at the district level. 


Karnataka State AIDS Prevention Society, established in 1999 to implement National AIDS 
Control Programs in the state. NACP phase Ill commenced from 2007 that will guide national 
program till 2012. The current phase of National AIDS Control Program emphases on 
saturating reach and coverage of HRGs, provide better care and treatment to people living 
with HIV, strengthen infrastructure, systems and human resource. The focus of this phase is 
to 'Halt & Reverse’ is the theme of every program crafted to address HIV epidemic in the 


country. 


Since Karnataka state is one of the six high prevalence states in India, adult HIV prevalence in 
several districts exceeding 1% prevalence rate since past 9 years. As a part of decentralization 
of different components of National AIDS Control Program (NACP) and KSAPS' activities, 
District AIDS Control and Prevention Unit established. Currently 26 districts of Karnataka 


have functioning DAPCUs. 


HIV prevention and control program will have to work with different stakeholders at State 
and the District level, it is important to build perspective of the stakeholders on HIV and its 
impact on the society. Stakeholders also will have to be educated on their cooperation and 
response to HIV through supporting DAPCU at the district level. With this broad aim in mind 
the program has been developed to conduct perspective building programs for the key 
stakeholders in districts (26 districts) in Karnataka. Below given are the objectives; 


¢ To build perspectives among district level key stakeholders about NACP Ill, NRHM and 
DAPCU in all the districts of Karnataka. 

* To provide technical assistance (planning, module adaptation, systems for 
implementation, monitoring & reporting) to the implementing partner(s) of Andhra 


Pradesh 


The broad outcomes of the project are: 

* Key stakeholders have been sensitized and have a favourable perspective about HIV, 
AIDS , NACP Ill, DAPCUs and their role and understand their role in the district AIDS 
prevention and control program 

* Key stakeholders have developed action plans about their role and integration of HIV 
& AIDS related activities into their schemata of work. 


Facilitators Notes: National Rural Health Mission (NRHM) 


Public health expenditure in India has declined from 1.3% of GDP in 1990 to 0.9% of GDP in 
1999. The Union Budgetary allocation for health is 1.3% while the State's budgetary 
allocation is 5.5%. Union Government contribution to public health expenditure is 15% while 
States contribution about 85%. The Mission is an articulation of the commitment of the 
Government to rise public spending on Health from 0.9% of GDP to 2-3% of GDP. It has as its 
key components provision of a female health activist in each village; a village health plan 
prepared through a local team headed by the Health & Sanitation Committee of the 
Panchayat; strengthening of the rural hospital for effective curative care and made 
measurable and accountable to the community through Indian Public Health Standards. 
It aims at effective integration of health concerns with determinants of health like sanitation 
& hygiene, nutrition and safe drinking water through a District Plan for Health. 


National Rural Health Mission initiated in 2005 and planned to be implementing health 
improvement program till 2012 all over India. The goal of the mission is to improve 
availability of and access quality health care by people especially for those residing in rural 
areas, poor, women and children. The vision of NRHM is to provide effective health care to 
rural population throughout the country with special focus on 18 states which have weak 
health indicators and health infrastructure. Karnataka is not one of these 18 focused states of 
India. However, programs and strategy developed under this mission are going to be 
implemented in Karnataka as well. Besides increasing health indicators the mission also 
focuses on other issues such as prevention of communicable and non-communicable 
diseases, population stabilization, gender and demographic balance, revitalise local health 
traditions, mainstream AYUSH and promotion of healthy life styles. 


The mission programs are crafted as per developed effective strategies. Following are some 
of the core strategies of the ‘Mission’. 

* Train and enhance capacity of Panchayati Raj Institutions (PRIs) to own, control and 
manage public health services. 

* Health Plan for each village through Village Health Committee of the Panchayat. 

» Strengthening existing PHCs and CHCs, and provision of 30-50 bedded CHC per lakh 
population for improved curative care to a normative standard (Indian Public Health 
Standards defining personnel, equipment and management standards). 

* Preparation and Implementation of an inter-sectoral District Health Plan prepared by 
the District Health Mission, including drinking water, sanitation & hygiene and nutrition. 

» Integrating vertical Health and Family Welfare programmes at National, State, Block, 
and District levels. 

* Developing capacities for preventive health care at all levels for promoting healthy life 
styles, reduction in consumption of tobacco and alcohol etc. 

* Promoting non-profit sector particularly in under served areas. 
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Role of state governments under this ‘mission’ 


GOI would provide funding for key components in these 18 high focus States. Other 
States would fund interventions like ASHA, Programme Management Unit (PMU), and 
upgradation of SC/PHC/CHC through Integrated Financial Envelope. 

NRHM provides broad conceptual framework. States would project operational 
modalities in their State Action Plans, to be decided in consultation with the Mission 
Steering Group. 

NRHM would prioritize funding for addressing inter-state and intradistrict disparities 
in terms of health infrastructure and indicators. 

States would sign Memorandum of Understanding with Government of India, 
indicating their commitment to increase contribution to Public Health Budget 
(preferably by 10% each year), increased devolution to Panchayat Raj Institutions as 
per 73rd Constitution (Amendment) Act, and performance benchmarks for release of 
funds. 


Role of Panchayat Raj Institutions 


The Mission envisages the following roles for PRIs: 

States to indicate in their MoU the commitment for devolution of funds, functionaries 
and programmes for health, to PRIs. 

The District Health Mission to be led by the Zilla Parishad. The DHM will control, guide 
and manage all public health institutions in the district, Sub-centres, PHCs and CHCs. 

ASHAs would be selected by and be accountable to the Village Panchayat. 

The Village Health Committee of the Panchayat would prepare the Village Health Plan, 
and promote intersectoral integration 

Each sub-centre will have an United Fund for local action @ Rs. 10,000 per annum. This 
Fund will be deposited in a joint Bank Account of the ANM & Sarpanch and operated 
by the ANM, in consultation with the Village Health Committee. 


PRI involvement in Rogi Kalyan Samitis for good hospital management. 
Provision of training to members of PRIs. 


Role of NGOs inthe ‘Mission’ 


Included in institutional arrangement at National, State and District levels, including 
Standing Mentoring Group for ASHA 


Member of Task Groups 


Provision of Training, BCC and Technical Support for ASHAs/DHM 
Health Resource Organizations 

Service delivery for identified population groups on select themes 
For monitoring, evaluation and social audit 


Funding arrangements for the ‘mission’ 


The Mission is conceived as an umbrella programme subsuming the existing 
programmes of health and family welfare, including the RCHII, National Disease 


Control Programmes for Malaria, TB, Kala Azar, Filaria, Blindness & lodine Deficiency 
and Integrated Disease Surveillance Programme. 


The Budget Head for NRHM shall be created in B.E. 2006-07 at National and State 


levels. Initially, the vertical health and family welfare programmes shall retain their 
Sub-Budget Head under the NRHM. 


The Outlay of the NRHM for 2005-06 is in the range of Rs.6700 crores. 


The Mission envisages an additionally of 30% over existing Annual Budgetary Outlays, 
every year, to fulfill the mandate of the National Common Minimum Programme to 
raise the Outlays for Public Health from 0.9% of GDP to 2-3% of GDP 


The Outlay for NRHM shall accordingly be determined in the Annual Budgetary exercise. 


The States are expected to raise their contributions to Public Health Budget by 
minimum 10% p.a. to support the Mission activities. 


Funds shall be released to States through SCOVA, largely in the form of Financial 
Envelopes, with weightage to 18 high focus States. 


FACILITATORS NOTES: National AIDS Control Programme and DAPCU 
— An Overview 


India is committed to the Millennium Development Goal of halting and reversing the 
HIV/AIDS epidemic in the country by 2012.The implementation of NACP-| (1992-99) and 
NACP-II (1999-2006) has resulted in institutionalization of efforts nationwide and there is 
encouraging evidence regarding its stabilization in some parts of the country. However, it is 
also true that over the years the virus has travelled from urban to rural areas and from high 
risk to general populations, affecting the women and the youth disproportionately. Thus the 
reorientation of Program strategy is a crucial challenge before NACP-III. 


NACO recognizes that the magnitude of the response to HIV epidemic in India under NACP-III 
cannot be managed centrally. During NACP-II, programme management was decentralized 
to State AIDS Control Societies (SACS). Under NACP-III, programme implementation will be 
further decentralized to District and Sub District levels. Every District will have District AIDS 
Prevention and Control Unit (DAPCU) to implement AIDS Control and Prevention strategies, 
synchronized with the public health infrastructure and programmes at that level. 


The NACP-III aims at integration of NACP interventions in the NRHM framework for 
optimization of scarce resources and provision of seamless services to the end customer / 
patients as also for ensuring long term sustainability of interventions. Thus, the 
institutionalization of DAPCU becomes a crucial programme strategy for NACP-IIl. The 
DAPCU will ensure implementation and supervision of ongoing NACP-III activities related to 
care and treatment, and further facilitate civil society partnership at the district with NGOs, 
CBOs, Red Ribbon Clubs and PLHAs network, private sector organization and academic 
institutions working in the area of HIV/AIDS in the district. Simultaneously, it will attempt to 
create a wider knowledge base in the district for effective prevention, detection, referrals 
and treatment strategies through convergence with the ongoing interventions of NRHM, 
RCH, TB Control etc. and build a strong monitoring and evaluation system through the public 
health infrastructure in the district. 


THE ROLE OF DAPCU IS THREEFOLD: 
* implementation of NACP strategies; 


* convergence with NRHM activities; and 
* Convergence with the other related Departments in the District. 


NACP-Ill aims at integration of NACP interventions in the NRHM framework for 
optimization of scarce resources and_ provision of services to the end 
customer/patients as also for ensuring long term sustainability of interventions. 


District AIDS Prevention and Control Unit (DAPCU) will : 


¢ ensure implementation and supervision of ongoing NACP-lIll activities related 
to care and treatment. 

e facilitate civil society partnership at district with NGOs, CBOs, Red Ribbon 
clubs and PLHAs network, private sector organisations and academic 
institutions working in the area of HIV/AIDS in the districts 

e attempt to create a wider knowledge base in the district for effective 
prevention, detection, referrals and treatment strategies through 
convergence with the ongoing interventions of NRHM, RCH, TB control etc. 

e build a strong monitoring and evaluation system through public health 

infrastructure in the district 


INTERSECTORAL CONVERGENCE FOR NACP 


NACP-III envisages expansion in outreach and effectiveness of the prevention and support 
strategies through wider convergence with different Departments functioning at the District 
level. HIV/AIDS is to be seen not only as a medical issue but a manifestation of the socio- 
economic profile of the district. While response to the epidemic is the responsibility of the 
Medical & Health Department, effective strategies for Prevention and Support are possible 
only through the creation of a wider support system under the leadership of the District 
Collector. The table below, attempts an indicative menu of suggested activities that can be 
incorporated in the District AIDS Action Plan. 


SUGGESTED LIST OF ACTIVITIES 


DEPARTMENT 


Women and Child Anganwadi worker to counsel pregnant women for PPTCT 
Department SHGs to support PLHA 

Integrate HIV into all training programs 

Establish Red Ribbon Clubs among adolescent girls 

Train Anganwadi workers to detect and report HIV related 


discrimination in villages 


Training to departmental functionaries and elected 

representatives for sensitization and community 

ownership, participatory planning, care and support 

e Advocacy 

e lssue instructions to Panchayats to protect infected 
persons and affected households from discrimination and 
protect the inheritance of widows and orphans 

e Issue guidelines to Panchayats to discuss HIV related 
issues relevant to the village in Gram Sabhas and other 
meetings 

e Request Panchayats with their own budget to allocate 

resources to supplement HIV prevention and control 

programme 

Integrate HIV into all training programs 

e SHGs to work with Red Ribbon Clubs to support efforts for 
prevention, treatment & support to women 

Integrated IEC efforts 

Promote Voluntary blood donation 

e Undertake condom promotion 

e Conduct special campaigns/ programmes by the NSS on 
safe reproductive health and HIV for rural youth 

e Train all NSS Programme Officers and NYK coordinators 

e Undertake social marketing of condoms through Youth 
Clubs, Youth Development Centres. 

e Reorient Youth Development Centres at university/ 
college level youth centres to provide Young People 

Friendly Information Services. 

Preparation of ST component plan especially for 

TADA/MADA Blocks in the District 

e Provide technical support to ITDASs to analyse the 
vulnerability & risk perception for HIV/AIDS 

e Train traditional healers and unqualified doctors with 

influence in the community on management of STIs and 

referrals to ICTC centres. 

Increased surveillance in tourist spots for HRGs 

e Condom promotion 

IEC 


Panchayati Raj 


Rural 
Development 


Youth Affairs & 
Sports 


SC/ST Welfare 


Tourism 


Labour/Mines/Fi 
sheries 
/\ndustry 


e Condom Promotion 
IEC 


Provide the package of services including prevention and 

treatment services in all major ESI hospitals 

Advocate with and facilitate trade unions to manage 

provision of services to migrant labour and workers in the 

informal sector and to lead on reducing stigma of infected 

workers and their families 

Integrate HIV prevention in all training programmes 

undertaken in labour department 

| ¢ Promote AIDS prevention with industry under CSR 

e Support in identification of HRGs 

e Orientation for HIV threat perception and sympathetic 
dealing with HRGs & HIV patients including to affected 
and migrant women 

Condom Promotion among jail inmates 

Emphasis on Adolescent Health Education for Life Skills 

Include HIV awareness in Adult Education Programme. 

Emphasis on retention of HIV affected children in schools 

IEC at Bus Stand/Railway Station 

e Provision of Condom Vending Machines 

e Focus on routes used for migration & upscale IEC on those 

routes, in buses & trains 

Train all personnel on HIV 


Revenue sd e Integrate HIV training in all Departmental training 


Municipal e Mapping of HRGs 

Corporation & e Awareness and Support for service provision through 
Urban Local Body NGOs and Tls 

e Provision of Condom Vending machines 

e Advocacy and support for AIDS program and PLHAs 


Civil Supplies és Antyodaya cards for PLHAs 


Police & Jail 


Education 


Transport 
(including Bus 

stands & railway 
stations) 


SESSION 3: VULNERABLE GROUPS — STIGMA AND DISCRIMINATION 


Background 


This session is designed to give participants a general understanding regarding their own and 
each other's values and attitudes about HIV & AIDS. HIV in India is primarily a sexually 
transmitted infection leading to AIDS, which is fatal and therefore brings together the topics 
of sexuality, illness, and death. These issues are considered sensitive are often shunned as 
tabooed subjects. Each participant has a right to his or her own opinion. However, it is also 
true to say that the more relaxed and non-judgemental everyone is about Sex work, HIV and 
AIDS the easier it is to design appropriate programmes and provide relevant services for 
people at risk of HIV. 


Many people think of people such as sex workers as shameful to the society, perpetrators and 
cause of spread of HIV. For example, Sex workers could be seen as “people with loose moral 
values” and MSMs could be seen as “abnormal”. Judging people serves no useful purpose, 
and in fact, may drive some people to go underground and make them difficult to reach with 
HIV prevention programmes and care services. The only question that is relevant is “What do 
| (as a DAPCU stakeholder and as an individual) need to know in order to serve in the 
prevention of HIV & AIDS”? Developing a sense of empathy and commitment and knowing 
the dynamics involved in HIV transmission will determine how effectively a person can 
interact with others. 


Topic Outline 
TOPIC 3.1: Value Clarification 


Activity 3.2: Experience Sharing 
Activity 3.3: Human Sculpturing 


Total Session Time: 60 minutes 


TOPIC 3.1: VALUE CLARIFICATION 


Objective: To build perspectives about HIV vulnerable groups and the impact of 
unfavourable attitudes, perceptions & values. 


Expected Outcome: by the end of the session: 


- Bythe end of the session participants should be able to demonstrate non-judgmental 
attitude to female sex workers & show favourable attitudes to PLHAs & understand 
their needs. 

- Participants’ will be able to explore and clarify their perceptions, feelings, & attitudes 


about HIV risk and vulnerable groups and to help them to discuss HIV and AIDS more 
freely. 


Materials, Preparation Required: 

Flip charts and marking pens, Large cards, each printed with one of the following titles: Agree, 
Disagree, and Neutral/Not Sure. 

Invite a sex worker & Person Living with HIV or AIDS to share their experiences. 


Duration: 60 minutes 


Suggested teaching method: Sharing of Experiences by PLHA, FSW or Short Videos, 
Discussion in pairs, large group discussion. 


Process: 


Inthe plenary: 

¢ Askthe participants who are the most at risk groups who are vulnerable to contract HIV. 
List out the responses on the white board / chart sheet. 
Facilitator to add relevant risk groups, if the participants fail to answer. 
Ask participants the reasons why they are vulnerable? 
What puts them at risk? 
The reasons for working with these groups (why only these groups and not other groups) 
Bring out the point that each one of us is equally vulnerable. 
Why we need to work with these critical groups??? (bring out the issues of stigma and 
discrimination, its root cause, perceptions, beliefs, values & attitudes) 


Upon the completion of the above plenary discussion the facilitator links the same with the 
following activity. This activity is about exploring individual & group perceptions, attitudes, 
beliefs and values. 


2. 


zi, 


Display the signs Agree, Disagree, and Neutral/Not Sure around the room, leaving 
enough space between them to allow a group of participants to stand near each one. 


The facilitator will choose 5 to 6 relevant statements from the statements provided 


below, please ensure that the statements on female sex workers, people living with HIV & 
men who have sex with men are chosen: 


a 


Only promiscuous people get infected with HIV. 

Sex workers are immoral people 

Sex workers should be compulsorily tested for HIV 

Sex workers should be rehabilitated 

Sex workers should not be given any rights 

lfa woman with HIV was selling sex, she deserves what she got. 
Sex workers are sex maniacs 

Homosexuals are abnormal 

It is acceptable for a man to have multiple sexual partners. 
Getting HIV is a curse from God. 

Itis very important to know how someone got infected with HIV 
A person who infects another person with HIV is a murderer. 

A person living with HIV or AIDS should not be allowed to have children. 
A child with HIV or AIDS should not be allowed to go to school 
Sex workers should be punished and ostracised. 

Sex workers are responsible for the spread of HIV. 


Read aloud the first statement you selected, and ask the participants to stand near the 


sign that most closely represents their opinion. After the participants have made their 
decisions, ask for one or two volunteers from each group to explain why they feel that way. 
Continue for each of the statements you selected. 


4. After discussing all of the statements, facilitate a discussion by asking the following 


questions: 

¢ Which statements, if any, did you find challenging to form an opinion about? Why? 

¢ How did it feel to express an opinion that was different from that of some of the other 
participants? 

* How do you think that people's attitudes about some of the statements might affect 


their interactions with sex workers, IV drug users, MSM, truck drivers, or people living 
with HIV and AIDS? 


5. Mention to the participants to read the section on: Opinion and Fact from their participants 
guide and discuss. 


6. The session should end with a female sex worker and person living with HIV (PLHA) sharing 
their stigma & discrimination faced by them and the difficulties of being a female sex 
worker/PLHA. Before introducing the female sex worker/PLHA to the participants the 


facilitator should caution them not to ask very intriguing and personal questions & respect 
the individual's confidentiality. 


ACTIVITY 3.2: EXPERIENCE SHARING 


As a follow-up to the previous activity invite a person living with HIV and a Sex Worker to give 
a personal testimonial to the group. This would enrich the discussion and provide a deeper 
perspective about the plight of sex workers and people living with HIV. 


The sharing should necessarily focus on highlighting how Key Populations (KPs) are 
stigmatized, discriminated from all quarters of the society such as family related 
discrimination, work place related discrimination and how this has affected their lives, what 
is their life like post infection, what made them come into the profession of sex work, what 
kind of violence they face, etc. It will also be beneficial to mention how they are denied access 
to much of the social entitlements. The facilitator can also encourage a discussion on how 
each of the departments can help the KPs. 


The facilitator has to brief the entire participants prior to sub activity: 

- The facilitator has to brief the PLHA & FSW speakers to keep their talk limited to lesser 
than 10 minutes each and to share with the audience of the kind of stigma and 
discrimination faced and howit has affected their daily life. 

- After briefing the speakers, the facilitator has to inform the participants that they 
have to respect the confidentiality about the speakers. 

- Nottoask questions which are too personal. 

- Oncethe briefing is done, the speakers are invited. 

-  Attheend of the talk the participants are encouraged to interact with the speakers by 
asking questions. Limit this to only about 2 questions per speaker. 


ACTIVITY 3.3: HUMAN SCULPTURING 


Divide the participants into groups of 4 to 5 participants, ask each group to discuss about 
their own experiences of stigma and discrimination or what they have heard or seen. 
Request them to choose one of the experiences and depict the same in still positions 
(human sculpture) in such a way that the rest of the participants understand and draw 
inferences from the human sculpture. They should freeze the posture and not talk about 
it. The audience is asked to explain it. Finally the group, which has enacted explains the 


situation. 


And finally the rest of the participants (one by one) is given an opportunity to reconstruct the 
situation to a more favourable/positive situation. Ask the other groups what they felt about 
the change, and its significance. 


The facilitator will have to conclude this session by discussing the impact of addressing stigma 
and discrimination. The need to bring about desired change in the environment is essential to 
tackling the HIV epidemic. 


Sum Up 
Values and attitudes are unconscious but influence our work in strong ways. 


Being individuals the values and judgments they hold against HIV affected/sex 
worker will influence their behavior and attitudes towards them. 


Sum up some of the key points shared by the speakers. 


Experience Sharing 


Ideally this session should be supported with a female sex worker / PLHA sharing 
her life experience. 


FACILITATORS NOTES: OPINION AND FACT 


Opinion Statement Factual Response 


Only promiscuous people get People get infected with HIV in all kinds of 
infected with HIV circumstances — from blood transfusions, from mother 
to child, from having sex with an infected person. It is 
important not to see HIV as a punishment for bad 
behaviour and not to look at (ok) some people as 
“innocent” victims and some as “guilty” victims. What 
matters is, what services do PLHAs need and how best 
we Can serve them. 
All humans are sexual beings, and sex is one of the 
basic human needs, hence sex does not fall in the 
realm of morality. Above all sex work exists because of 
clients and is one of the oldest professions known to 
mankind 
No one should be compulsorily tested for HIV, it should 
be informed consent, as there is no benefit that we 
may be able to give the person who is to be tested, 
unless the person being tested sees a clear benefit out 
of a test. 
Just as the right to choose a job and make a living rests 
in the hands of each one us, similarly every man or 
woman has a right to do so. The thought of 
rehabilitation needs to look at several issues such as 
the choice of the job, whose choice is it, who is the 
decision maker, why do we want him/her to change, 
etc... hence rehabilitation is not a solution to the issue 
of sex work, and this thought is itself a violation of right 
to work and exist as we are and want to. 
Sex workers are just like any one of, they have near and 
dear ones like anyone of us. They do make a family like 
us. Human rights are similar across caste, creed, or 
communities. 
Basically, nobody gets an infection because one wants 
it, and above all how a person got infected with HIV is 
irrelevant. The bulk of women who get HIV through sex 
work are in survival sex because they do not have other 
livelihood choices. The point is, how best we can serve 
a HIV positive person who happens to be a sex worker? 
Sex work only happens if there is demand for it, hence 
it is not appropriate to call a sex worker a sex maniac 
since itis the clients who demand sex work. 


Sex workers are immoral people 


Sex workers should be 
compulsorily tested for HIV 


Sex workers should be 
rehabilitated 


Sex workers do not deserve any 
rights 


If a woman with HIV was selling 
sex, she deserves what she got. 


Sex workers are sex maniacs 


Opinion Statement Factual Response 


Homosexuals are abnormal The belief that “nomosexuals are abnormal” is rooted 
in fear and misunderstanding of the issue. 


This of course depends upon your definition of 
"normal". Homosexual behavior certainly does not feel 
normal or natural for heterosexuals; they often have 
strong feelings of revulsion towards the idea. Similarly, 
heterosexual behavior does not feel natural for 
homosexuals. Both homosexual and heterosexual 
behavior feels natural to persons with bisexual 
orientation. 


Homosexual behavior is natural in the sense that it is 
extensively found in nature. It has been observed in: 
antelopes, boars, bulls, chimpanzees, cows, ducks, cats, 
dogs, fruit flies, geese, gorillas, gulls, horses, humans, 
langurs, rams, sheep, macaques, monkeys, turkeys and 
vervets. 
Tolerance for male multi-partnering is high throughout 
the world and leads men into risk behaviour, which is 
very biased attitude/belief and makes them 
irresponsible partners and hence more vulnerable to 
HIV. The important point is — that all sex should be 
protected sex. 
Acquiring HIV is largely because of not taking necessary 
precautions that one should adopt. Infection with HIV 
is a State that requires love, compassion and support. 
“Innocent” and “guilty” victim thinking has no place in 

a compassionate, professional environment. How a 
person got infected is relevant only to the extent of 
providing better service, e.g. partner notification. 
Most people with HIV in the world are not aware that 
they are infected. Many people who do not disclose 
their status to a spouse, for example, are afraid of 
rejection and stigma. Others do not feel cared for and 
understood. Good services for PLHAs are crucial, 
including quality voluntary counselling and testing for 
HIV. Creating a non-stigmatising environment is most 
necessary. 


It is acceptable for a man to have 
multiple sexual partners. 


Getting HIV is a curse from God. 


It is very important to know how 
someone got infected with HIV 


A person who infects another 
person with HIV is a murderer. 


Opinion Statement Factual Response 


People living with HIV and AIDS | Untrue. This is a feeling that is based only on fear and 
are unclean. prejudice that only immoral people and people with 
unclean behaviours get HIV. HIV does not change the 
essence of a person, “my friend with HIV is still my 
friend”. 
All PLHAs have the right to have children. Any such 
decisions rely entirely on the individual after due 
counselling and hence purely based on informed 
consent. But this right requires support services such as 
PPTCT, infant formula, anti-retroviral therapy and 
support for all family members who need it. 
This feeling is based on fear, prejudice and lack of 
knowledge. A child with HIV needs love acceptance, 
education and the company of other children. A HIV 
positive child cannot transmit the virus through normal 
social interactions. 
This is a very moralistic stand that works against the 
objective of prevention. Sex workers are just like any 
one of us; execpt that they may earn their living 
through a very difficult and unsafe practice. Their 
participation in prevention programs is key to effective 
prevention. World over prevention of HIV among 
populations have best worked when working with sex 
workers and partnering with them as peer facilitators 
to bring about behaviour change. 
It is inappropriate to blame sex workers as reasons for 
the spread HIV, as statistics state that there are more 
non-sex workers who are infected with HIV than sex 
workers. This opinion will take us away from solving 
the issue, hence it is appropriate to include sex workers 
as part of the intervention. It is also important to treat 
sex workers as the most vulnerable to HIV. 


A person living with HIV or AIDS 
should not be allowed to have 
children 


A child with HIV or AIDS should 
not be allowed to go to school 


Sex workers should be punished 
and ostracised. 


Sex workers are responsible for 
the spread of HIV. 


FACILITATORS NOTE: STIGMA AND DISCRIMINATION 


AIDS-related stigma refers to the prejudice and discrimination directed at people living with 
HIV/AIDS (PLHA), Female Sex Workers (FSWs) and the groups and communities that they are 
associated with. It can result in people living with HIV/AIDS being rejected from their 
community, shunned, discriminated against or even physically hurt. 


AIDS stigma and discrimination have been seen all over the world, although they manifest 
themselves differently between countries, communities, religious groups and individuals. 
They are often seen alongside other forms of stigma and discrimination, such as racism, 
homophobia or misogyny and can be associated with behaviours often considered socially 
unacceptable such as prostitution or drug use. 


Stigma directed at PLHA not only makes it more difficult for people trying to come to terms 
with and manage their illness on a personal level, but it also interferes with attempts to fight 
the AIDS epidemic as a whole. On a national level, the stigma associated with HIV can deter 
governments from taking fast, effective action against the epidemic, whilst on a personal 
level it can make individuals reluctant to access HIV testing, treatment and care. 


Whatis stigma? 


Stigma is a discrediting social label that changes the way individuals are viewed as persons 
and potentially how they view themselves. 
HIV stigma is contributed to by the following factors - 
¢ fears of death/terminal illnesses 
¢ fearsof plague and contagion 
° negative attitudes towards sex, sexuality and promiscuity 
* negative attitudes towards the groups most affected by the epidemic, particularly 
female sex workers, hijras, homophobia towards gay men, racism towards Africans, 
and negative beliefs about addiction and criminality associated with drug use. 
¢ attitudes towards STls and the belief that sexual diseases are self inflicted 
° religious beliefs that HIV is a 'punishment' for promiscuous lifestyles. 


Stigma causes prejudice and discrimination 


Where stigma exists, it may lead to prejudice and consequentially in some cases to actual 
discriminatory treatment. A result of prejudicial attitudes may be that someone suffers 
unjustified discrimination in areas of their life such as education, employment, housing, the 
provision of health care, insurance, travel restrictions or access to services. 


What is prejudice? 


Prejudice is a preconceived opinion. People often adopt prejudicial views towards people 
with HIV as a result of the stigma surrounding the condition, ignorance and misinformation. 
For example, a person may prejudge another person as having "brought AIDS on his/herself" 
on the basis of ill informed views about HIV and sexuality, or due to assumptions about the 
morality of a person's sexual or drug using behaviour. 


What is discrimination? 


Discrimination occurs when a distinction is made against a person that results in their being 
treated less favourably than others on the basis of their belonging, or being perceived to 
belong, to a particular group. Discrimination may take direct forms, such as where someone 
is sacked, evicted or refused a visa due to having HIV. Discrimination may also be indirect or 
institutionalised, and may extend to care taker and families of people with HIV. Indirect 
discrimination may often be a more insidious form of discrimination ,and may be difficult to 
establish, but may still have devastating consequences such as where someone is made to 
feel so unwelcome in a workplace that they are left with no option but to resign. Some forms 
of HIV discrimination are unlawful & unconstitutional. 


What Next? 


HIV-related stigma and discrimination severely hamper efforts to effectively fighting the HIV 
and AIDS epidemic. Fear of discrimination often prevents people from seeking treatment for 
AIDS or from admitting their HIV status publicly. People with (or suspected of having) HIV may 
be turned away from healthcare services and employment, or refused entry to a foreign 
country. In some cases, they may be evicted from home by their families and rejected by their 
friends and colleagues. The stigma attached to HIV/AIDS can extend to the next generation, 
placing an emotional burden on those left behind. 


Denial goes hand in hand with discrimination, with many people continuing to deny that HIV 
exists in their communities. Today, HIV/AIDS threatens the welfare and wellbeing of people 
throughout the world. At the end of the year 2007, 33 million people were living with HIV and 
during the year 2 million died from AIDS-related illness. Combating stigma and discrimination 
against people who are affected by HIV/AIDS is vital in the process of preventing and 
controlling the global epidemic. 


So how can progress be made in overcoming this stigma and discrimination? How can we 
change people's attitudes to AIDS? A certain amount can be achieved through the legal 
process. In many situations FSWs, Sexual Minorities, PLHA lack knowledge of their rights in 
society. They need to be educated, so they are able to challenge the discrimination, stigma 
and denial that they meet. Institutional and other monitoring mechanisms can enforce the 
rights of PLHA and provide powerful means of mitigating the worst effects of discrimination 


and stigma. 


However, no policy or laws can alone combat HIV/AIDS related discrimination. The fear and 
prejudice that lie at the core of the HIV/AIDS discrimination need to be tackled at the 
community and national levels. A more enabling environment needs to be created to 
increase the visibility of people with HIV/AIDS as a 'normal' part of any society. The presence 
of treatment makes this task easier; where there is hope, people are less afraid of AIDS; they 
are more willing to be tested for HIV, to disclose their status, and to seek care if necessary. In 
the future, the task is to confront the fear-based messages and biased social attitudes, in 
order to reduce the discrimination and stigma of people who are living with HIV or AIDS. 


How cana government or anon government agency and other partners help reduce stigma 
and discrimination? 


Provide leadership on the necessity of reducing stigma and discrimination in district AIDS 
responses. 


Inspire leadership, understanding, and high-level commitment regarding the need to 
seriously expand efforts to address stigma and discrimination in district AIDS programmes. 


Facilitate the inclusion of stigma/discrimination reduction in district HIV strategic 
planning, funding and programming activities. 

Ensure that planning, funding and programming efforts include attention to stigma and 
discrimination and support the implementation of promising programmes to address stigma 
and discrimination. 


Use or promote approaches that address the root causes of stigma and discrimination. 
Implement programmes that tackle the actionable causes of stigma, i.e. lack of awareness of 
stigma and discrimination and their negative consequences; fear of acquiring HIV through 
casual contact; and linking HIV with behaviour that is considered immoral or improper. 


Advocate for a multifaceted district approach to stigma and discrimination. 


A district level response which employs a range of approaches will have the greatest impact, 
e.g. “know your rights” campaigns; social change communication; social mobilization; 
participatory education; interaction between people living with HIV and key audiences; 
celebrity champions and media campaigns; legal support to those affected by stigma and 
discrimination. 


Facilitate the scale-up of effective programmes. 


District AIDS programmes — working with partners — can identify promising approaches to 
stigma and discrimination that can be taken to scale to achieve sufficient impact across the 
region. 


Build an understanding of and commitment to stigma and discrimination reduction by 
using actively recognizing stigma and discrimination & providing the right redressal 
mechanisms to lessen its impact. 


Proven strategies by which to address stigma and discrimination 
Empower people living with HIV & other vulnerable groups to know and assert their rights. 
Enlist public figures, including religious leaders, to advocate against stigma & discrimination. 
Promote laws and legal support to protect the rights of people living with HIV & other 
vulnerable groups. 


SESSION 4: PROGRAMS / SERVICES AT THE DISTRICT LEVEL 


Objective: 


To sensitize participants on HIV prevention, care and support related services at the 
district level. 


Expected Outcome: 


* Participants will be able to identify different services available at the district. 


* They also will have complete information on functions of each service area, such as 
ICTC, PPTCT, etc. 


Materials, Preparation required: 


* Aset of picture cards (one care for each service) on all the services available at 
district level. 


¢ White board and markers. 
Duration: 60 minutes 
Suggested teaching method: Facilitation 


Process 


* Facilitator explains the group about the process that include; 
oO Facilitator will show set of cards to the group (not to show pictures). 


o Facilitator will inform the group that facilitator will move-around with the set of 
cards and stops before one of the participants. 


o Participant will be asked to take out one of the cards of his/her choice. 


oO The participant who chooses that card will show the picture to the group and 
narrates what are the services available at the service center shown in the 
picture. For example; ART Card. The chooser of the card explains the meaning of 
ART followed by other details such as service available at this center. 

© Thechooser of the card will invite information from the rest of the group to add 
information of share their experiences regarding that particular service. 

o The facilitator sums up the information that came for the entire group on the 
selected (picture card selected) service. Facilitator gives details such as address 
and telephone number of the center and the contact person in that district. 
Preferably this will be written on the board. 

The facilitator repeats the process until all service areas and cards are explained by the 


group. 


> Tips forthe Facilitator: 
Facilitator will have to ensure complete information on all the services 


provided in the district. 
He/she should facilitate the process so that every participant contributes 


to the process. 
Encourage participants to ask relevant questions pertaining to the service 


area. 
While selecting a person to choose a card, one needs to me ensure that 
every one is covered, but not focus on those who have better information 
on the service. 

He/she should not go to the other person with the card until the complete 
information regarding the first card selected is completed and summing- 


up done. 


FACILITATOR NOTES: TARGETED INTERVENTIONS AND CARE & SUPPORT 
ORGANIZATIONS 


The basic purpose of the Targeted Intervention program is to reduce the rate of transmission 
among the most vulnerable and marginalized populations. One of the ways of controlling the 
disease from further spread is to carry out direct intervention program among these groups 
through multi-pronged strategies, beginning from behavior change communications, 


counseling, providing health care support, treatment for STis and creating an enabling 
environment that will facilitate behavior change. 


Targeted intervention is, therefore, one of the most important components of the National 
AIDS Control Program. It envisages a comprehensive and integrated approach to 
marginalized and vulnerable populations such as sex workers, intravenous drug users, men 
having sex with men, truckers, migrant labourers and street children. 


All over the world, it has been commonly found that particular groups of people are more 
vulnerable than others to the HIV/AIDS epidemic. These groups, because of their behavioural 
attributes, are prone to contract the infection more quickly and spread the disease in a very 
short period. 


One of the ways of controlling the disease from further spread is to carry out direct 
intervention programmes among these groups through a comprehensive and integrated 
approach, which comprises behaviour change communication, counselling, providing health 
care support treatment for STIs and creating an enabling environment to facilitate behaviour 
change. 


Since most of these groups are extremely marginalized both socially and economically, it is 
not possible to access them through conventional Government services. NGOs, Community 
Based Organizations and other appropriate agencies are able to reach out to these 
populations more effectively. These groups need information and services in a focused and 
non-judgmental manner. It is, therefore, important to develop a peer-based approach, which 
enables and sustains behaviour change. These interventions must be supported by an 
environment that is conducive to empowering them for behaviour change. 

Karnataka State AIDS Prevention Society (KSAPS) has 33 targeted interventions. The basic 
purpose of the Targeted Intervention programme is to reduce the rate of transmission 
among the high-risk behaviour practising population. 


Care & Support Interventions 

It is estimated, that there are more than 3 lakh cases of HIV infections in Karnataka. The 
infection, which entered India in 1986, has now started producing more and more cases of 
full-blown AIDS and more are expected to come in the near future. Considering the enormity 
of the situation National AIDS Control Organisation (NACO) recognised clearly that there is a 
moral and humanitarian obligation to provide appropriate care and support to persons 
infected with HIV/AIDS. 


The purpose of investing on care is manifold, suffering is reduced and improvement is seen in 
the quality of life. NACO has spelt out a clear policy for care and support for people living with 
HIV/AIDS. 


Components of HIV/AIDS Care include 
¢ Clinical Management of HIV/AIDS 
¢ HIV/AIDS Nursing Care 
¢ Continulm of Care 
¢ Community Care 


Karnataka State AIDS Prevention Society (KSAPS) which is implementing National AIDS 
Control Program (NACP) Phase III supports more than 30 Community Care Centres (CCCs) 
across the state. 


Facilitators Notes: Community Care Centres (CCCs) 


Community Care Centres play a critical role in providing treatment, care and support to 
people living with HIV/AIDS (PLHA).Under NACP-III these centres are attached to ART centres 
and ensure that PLHA are provided: (a) counselling for ARV drug adherence, nutrition and 
prevention (b) treatment of opportunistic infection (c) referral and outreach services for 
follow up and (d) social support services. Currently, 96 such centres are supported. It has 
targeted to set up 350 CCC under NACP- III 


The centres are mandated to seek better community and family response towards PLHA 
through family counselling. For better treatment outcome, the centres provide families of 
PLHA counselling on the patients nutritional needs, treatment adherence and psychological 
support. 


From being stand alone short stay home under NACP- III, CCC have metamorphosed to being 
a place for providing comprehensive services to PLHA. They play a critical role in enabling 
PLHA to access ART, as well as provide monitoring, follow- up counselling support to pre ART 
and ART patients, positive prevention, drug adherence, nutritional counselling etc. 


With linkages and referrals to ICTC, DOTS, PPTCT, and LAC and other treatment services and 
interventions, CCC serves as a vital link in providing holistic support to PLHA with district 
hospitals and provides referral service to PLHA when needed. 


The care, support and treatment needs of HIV positive people vary with the stage of the 
infection. The HIV infected person remains asymptomatic for the initial few years; it 
manifests by six to eight years. As immunity falls over time the person becomes susceptible to 
various opportunistic infections (Ols). At this stage, medical treatment and psycho-social 
support is needed. Access to prompt diagnosis and treatment of Ols ensures that PLHAs live 
longer and have a better quality of life. 


Under NACP-II, focus was given on low-cost care, support and treatment of common Ols. 
Apart from further improving the availability, accessibility and affordability of ART treatment 
to the poor, NACP-III plans to strengthen family and community care through psycho-social 
support to the individuals, more particularly to the marginalised women and children 
affected by the epidemic, improve compliance of the prescribed ART regimen, and address 
stigma and discrimination associated with the epidemic. 


To achieve this objective, 350 Community Care Centres are planned to be set up during the 
programme period (2007- 2012) in partnership with PLHA in high prevalence and moderate 
prevalence districts. These centres will be established based on the epidemiological profile 
and PLHA load of the districts, and linked to the nearest ART centre. The centres will provide 
counselling for drug adherence, nutritional needs, treatment support, referral and outreach 
for follow up, social support and legal services. State AIDS Prevention and Control Societies 
will ensure access of high risk groups to community care centres through linkages between 
Tis and the centres. 


By strengthening local responses, NACP-III seeks high levels of drug adherence (>95 percent) 
and compliance of the prescribed ART regimen. This approach to care, support and 
treatment also creates awareness about the prevention of HIV infection and, thus, is a very 
significant part of NACP-III in achieving NACO's mission of containing and reversing HIV/AIDS 
incidence in India. 


Care and Support for Children 


Approximately 50,000 children below 15 years are infected by HIV every year. So far, care and 
support response to these children was ata very minimal level. NACP-III plans to improve this 
through early diagnosis and treatment of HIV exposed children; comprehensive guidelines 
on paediatric HIV care for each level of the health system; special training to counsellors for 
counselling HIV positive children; linkages with social sector programmes for accessing social 
support for infected children; outreach and transportation subsidy to facilitate ART and 
follow up, nutritional, educational, recreational and skill development support, and by 
establishing and enforcing minimum standards of care and protection in institutional, foster 
care and community-based care systems. 


FACILITATOR NOTES: SEXUALLY TRANSMITTED INFECTIONS (STI) CONTROL PROGRAMME 


Introduction 
The growing evidence available from all over the world undoubtedly indicates that the 
incidence of HIV infection is higher in conditions of presence of sexually transmitted 
infections (STI). Our country has a high incidence of STI in urban as well as rural areas. 
Evidence also suggests that concomitant infection with other STIs, particularly those 
characterized by genital ulcers, increase the chance of HIV infection. Therefore, a person 
already having STI has the greater risk of acquiring HIV from sexual intercourse if he/she 
comes in contact with an infected partner. 
The importance of treatment and control of STI in relation to HIV infection was recognized by 
NACO. After taking over the STI control programme, NACO made it an integral component of 
AIDS control policy. Suitable strategies were devised for the control and prevention of STl asa 
priority in the over all planning to control the spread of the infections. 
STI Control Programme in India 

Programme for control of ST| among the population of India is present for many decades. 
Even before the country achieved independence, a National STI Control programme was 
started in 1946. This programme continued to operate till 1991 and with the arrival/ spread 
of HIV infection in the country and because of its strong relation with STI, the programme was 
brought under the purview of NACO in the year 1992. this programme earlier had only a 
limited number of specialized facilities for diagnosis and treatment. Therefore, the 
programme emphasized more on health seeking behaviour of the individuals having STI and 
onthe removal of the social stigma attached to the problem of STI. 

It has been found that a very small proportion (only 5-10%) of people suffering from the 
disease attend public STI facilities. The majority chooses to seek clinical assistance from 
various other formal as well as informal sources, some times even resorting to self- 
medication. In the rural areas, STI treatment facilities are generally not available. The only 
health care facility, which is available easily, is that of family welfare services through 
Maternal & Child Health (MCH)/ Family Welfare (FW) and Ante-natal Care (ANC) clinics. 
These services apart from their mandatory activities also include treatment of STI in their 
purview. The total gamut of facilities available for diagnosis and treatment for STI, however 
were not sufficient considering the need and demand for treatment of STI. 

STl as a cofactor for HIV transmission 

¢ Increasing evidence suggest that STI significantly enhance the acquisition & transmission of HIV. 

¢ The predominant mode of transmission of both HIV infection and STI is through sexual 

route, other routes of transmission are both blood and blood products, donated organs 
and tissues, and infected women to their new-born. 


¢ Many of the measures for preventing the sexual transmission of HIV are the same as for 
prevention of STI. 

¢ STiclinical services are important access point for persons at high risk for both HIV and STI, not 
only for diagnosis and treatment, but also for health education counseling and prevention. 


Policy on Control of HIV/STI 


The Ministry of Health and Family Welfare has adopted a policy of integrating HIV/AIDS and 
ST! Control within the existing health care systems, both in the public and private sector. 
Special emphasis is being placed on the integration of comprehensive STI management atthe 
primary health care level to provide non- stigmatized services with greater accessibility and 
acceptability to the patients while maintaining confidentiality and privacy of the patients. 
The policy strategy also emphasizes on the co-operation and collaboration with the private 
sector as well as non-government organization for the control of STI. The STI policy document 


has been widely circulated. A number of manuals and guidelines have been prepared and 
also distributed in all states and UTs. 


Objectives of the ST! Control Programme 


* The STI control component of the National AIDS Control Programme has two major 
objectives: 

* Reduce STI cases and there by control HIV transmission by minimizing the risk factor 

* Preventthe short term as well as long term morbidity and mortality due to STI. 


In order to accomplish these objectives; following strategies have been incorporated in 
the strategic plan for the prevention and control of AIDS in India. 


Strategies 


The broad strategies for controlling STI, as outlined in the strategic plan for the prevention 
and control of AIDS in India are the following: 
Adequate and effective programme management 
Prevention of the transmission of STI/HIV infection through IEC and promotion of safer 
sexual behaviour by the use of condoms. 
Adequate and comprehensive case management including diagnosis, treatment, 
individual counseling, partner notification and screening for other diseases. 
Increasing access to health care for STI by strengthening existing facilities and structures 
and creating new facilities wherever necessary. 
Early diagnosis and treatment of mostly asymptomatic infections through case finding& 
screening. 
Special emphasis on early detection and prompt treatment of STIs among high risk groups 
through targeted intervention projects. 


STl Interventions in Karnataka 


Based on the community based survey of 2005, the estimated annual incidence of STI / RTI 
episodes among sexually active adult population is 5 to 6 %. As per 2007 estimated 
population of Karnataka state estimates an incidence of 1.42 million episodes of STI / RTI 
episodes. Of these total episodes state has had set a target of treating at least 492394 (35 %of 


total episodes) episodes of STI / RTI in the year 07 — 08. Of these KSAPS target is 189250 while 
the rest of the episodes to be treated by NRHM facilities at sub-district level. KSAPS has 
distributed its target to all designated STI clinics, TI STI clinics in the state. KSAPS has achieved 
453967' as of Nov 07. There is a need to reach more & more individuals with STI and to 
effectively treat the STI / RTI along with partner treatment, prevention education and 
condom distribution. 


At present, Karnataka has 40 STI clinics assisted by NACO and 166 STI clinics at Taluka and CHC 
level, with State Government funding support. Within Tl programs STI services will be 
reconfigured to provide increased access to high risk groups so that STI services uptake 
increases. Also linkages between Tl and Government STI services will be strengthened. This 
year, initiation of asymptomatic treatment and syphilis roll will be the priority. Referral 
network linkages with ICTC, ART, TB etc. will be strengthened. 


KSAPS will collaborate with HLL, KHPT and PSI to ensure that priced condoms are made 
available at all hotspot locations. Condom sales through vending machines maintained in the 
urban hot spots will offer clients the option of privacy to access priced condoms. KSAPS will 
continue selling condoms through fair price shops. To further effective condom 
programming, coordination with NRHM for joint condom plan would be initiated. 


Facilitators Notes: Integrated Counselling & Testing Centres 


HIV counselling and testing services were started in India in 1997. There are now more than 
4000 Counselling and Testing Centres, mainly located in government hospitals. Under NACP- 
Ill, Voluntary Counselling and Testing Centres (VCTC) and facilities providing Prevention of 
Parent to Child Transmission of HIV/AIDS (PPTCT) services are remodelled as a hub or 
‘Integrated Counselling and Testing Centre’ (ICTC) to provide services to all clients under one 
roof. An ICTCis a place where a person is counselled and tested for HIV, of his own free will or 
as advised by a medical provider. The main functions of an|ICTC are: 


¢ Conducting HIV diagnostic tests. 


* Providing basic information on the modes of HIV transmission, and promoting 
behavioural change to reduce vulnerability. 


¢ Link people with other HIV prevention, care and treatment services. 


Ideally, a health facility should have one integrated counselling and testing centre for all 
groups of people. However, an ICTC is located in facilities that serve specific categories such 
as pregnant women. Accordingly, an ICTC is located in the Obstetrics and Gynaecology 
Department of a medical college or a district hospital or in a maternity home where the 
majority of clients who access counselling and testing services are pregnant women. The 
justification for such a centre is the need for providing medical care to prevent HIV 
transmission from infected pregnant women to their infants. Similarly anICTCis locatedina 


‘ As per the report received from NRHM, KHPT & PSI 


TB microscopy centre or in a TB sanatorium, where the majority of clients are TB patients. 
As TB is the most common co-infection in people with HIV, availability of HIV counselling and 
testing can help patients to diagnose their status for accessing early treatment. 


As of today, only 13 percent of HIV positive people in the country are aware of their HIV 
status. The challenge before NACO is to make all HIV infected people in the country aware of 
their status so that they adopt a healthy lifestyle; access life-saving care and treatment and 
help prevent further transmission of HIV. Thus, counselling and testing services are 
important components of prevention and control of HIV/AIDS inthe country. 


However, it is not the mandate of an ICTC to counsel and test everyone in the general 
population. The sub-populations that are more vulnerable or practice high risk behaviour or 
have higher HIV prevalence levels are the target group for counselling and testing services in 
the country. In 2006, more than 2.1 million clients accessed counselling and testing services 
in the ICTC throughout the country. Under NACP-III, the target is to counsel and test 22 
million clients annually by the year 2012. 


HIV counselling and testing services are a key entry point to prevention of HIV infection and to 
treatment and care of people who are infected with HIV. When availing counselling and 
testing services, people can access accurate information about HIV prevention and care and 
undergo HIV test in a supportive and confidential environment. People who are found HIV 
negative are supported with information and counselling to reduce risks and remain HIV 
negative. People who are found HIV positive are provided psycho-social support and linked to 
treatment and care. 


Karnataka has undergone rapid scale up of its ICTC and has currently 561 of them. These 
centres are present at all district hospitals, most medical college hospitals, Taluka hospitals 
and some sub Taluka hospitals too. There are a number of ICTC programs and services under 
the PPP initiatives that will include a few mobile ICTC for hard to reach populations and 
linkages with NRHM and KHSRDP. 


Facilitators’ Notes: Prevention of Parent To Child Transmission (PPTCT) 


The Prevention of Parent to Child Transmission of HIV/AIDS (PPTCT) programme was started 
in the country in the year 2002 following a feasibility study in 11 major hospitals in the five 
high HIV prevalence states. Currently, there are more than 4000 Integrated Counselling and 
Testing Centres (ICTCs) in the country, most of these in government hospitals, which offer 
PPTCT services to pregnant women. Of these ICTCs, 502 are located in Obstetrics and 
Gynaecology Departments and in Maternity Homes where the client load is predominantly 
comprised of pregnant women. 

The Joint Technical Mission on PPTCT (2006) estimated that out of 27 million annual 
pregnancies in India, 189,000 occur in HIV positive pregnant women. In the absence of any 
intervention, an estimated cohort of 56,700 infected babies will be born annually. The PPTCT 
programme aims to prevent the perinatal transmission of HIV from an HIV infected pregnant 


mother to her newborn baby. The programme entails counselling and testing of pregnant 
women in the ICTCs. Pregnant women who are found to be HIV positive are given a single 
dose of Nevirapine at the time of labour; their newborn babies also get a single dose of 
Nevirapine immediately after birth so as to prevent transmission of HIV from mother to child. 

The PPTCT services cover about 10 per cent pregnancies in the country. In the year 2006, 2.1 
million pregnant women accessed this service. Of these, more than 16,500 pregnant women 
were HIV positive. In order to provide universal access to these services further scale up is 
planned up to the level of Community Health Centre and the Primary Health Centre, as well as 
private sector by forging public-private partnerships. Through these measures NACO hopes 
to achieve the UNGASS target of reducing the proportion of infants infected with HIV/AIDS by 
50 percent by 2010. 


Facilitators Notes: Blood Safety 


Access to safe blood is mandated by law, and is the primary responsibility of NACO. The 
specific objective of the blood safety programme is to ensure reduction in the transfusion 
associated with HIV transmission to 0.5 percent, while making available safe and quality 
blood within one hour of requirement ina health facility. 


However, there is a serious mismatch between demand and availability of blood in the 
country: against 8.5 million units/year requirement, the availability is only 4.4 million 
units/year. Another concern is that voluntary blood donation is only 52 percent. NACO is 
committed to bridge the gap in the availability and improve quality of blood under NACP-III. 
To achieve these objectives NACO plans to: 
- Raise voluntary blood donation to 90 percent 
- Establish blood storage centres in Community Health Centres 
- Expand external quality assessment services for blood screening 
¢ Quality management in blood transfusion services 
- Sensitise clinicians on optimum use of blood, blood components and products 
- Add 39 blood banks in districts that do not have blood transfusion facility 
- Establish blood storage centres in 3222 community care centres 
- Provide refrigerated vans in 500 districts for networking with blood storage centres 
- Establish additional model blood banks in 22 states; 10 are functional already 
- Set up additional Blood Component Separation Units (BCSU) in 80 tertiary care 
hospitals and separate at least 50 percent of the collection at all BCSUs (162) into 
components 
*- Promote autologous blood donation 
* Liaise with Indian Red Cross Society and Ministry of Youth Affairs and Sports to 
promote voluntary blood donation among the youth 


* Setup 32 model blood banks in various states 


* Liaise with the Indian Medical Council (IMC) to mandate the requirement of a 
department of transfusion medicine in all medical colleges and appropriate 
transfusion practices inthe syllabus of MD/MS clinical Subjects 


* Establish one additional plasma fractionation facility in the country 


- Establish four Centres of Excellence in blood transfusion services in the four metros in 
order to cater to any region of the country in time of a crisis 


¢ Introduce accreditation of blood banks 


The activities and functioning of a large network of blood banks and blood component 
separation facilities in the country are supervised at district, state and national level. 


Red Cross Society, Nehru Yuva Kendra and National Service Scheme organise voluntary blood 
donation camps in all districts. These camps are coordinated by district nodal officers (DNOs) 
in charge of AIDS control programme. DNO also supervises implementation of blood bank 
techniques. 


Joint Director (Blood Safety), Deputy Director (Blood Safety) and Drug Inspector (FDA) in 
State AIDS Control and Prevention Societies, State Blood Transfusion Council and external 
technical experts ensure in a joint supervisory plan that each of the blood bank in the state is 
supervised once in three months. On a random basis the team also visits voluntary blood 
donation camps inthe state. 


At the national level the supervision is three-fold: by the blood safety division in NACO, 
National Blood Transfusion Council (NBTC) and Technical. 


Blood Safety and Laboratory Services in Karnataka: 


Blood Transfusion services play a vital role in a health care delivery system. Under Blood 
Safety, various activities are taken up by the State for ensuring access to safe Blood and Blood 
products. Karnataka is implementing various activities to address issues of Blood collection, 
access and quality management practices. It is mandatory that each unit of blood is tested for 
TTI. For testing of blood various consumables like kits etc. and equipments like Elisa systems 
are required. It is essential that the equipments of the blood banks are kept functional all the 
time. Collection of blood, transport & storage of blood are the other aspects of the 
programme activities. 

During the NACP III period, State aims to reduce transmission of HIV infection through blood 
and blood products by reducing the sero-reactivity rates among blood donors to less than 
0.1% from 0.32%. 


Efforts will be made to make available safe blood and blood products to all those who need it 
at the right time, quantity, quality and place, especially at emergency obstetric centers, 
trauma centers and surgical units and in remote and rural areas by enhancing the annual 
collection of blood from 342,274 units to 400,000 units. 


Improving Blood Collection. 


In Karnataka, the availability of blood is ensured through a network of 167 licensed blood 
banks, of which 65 are supported by NACO. Out of total 167, the blood banks in Government 
sector are 39 and voluntary / charitable sector are 26 and in private sector are 102 in number. 
The total collection of blood during the year 2007 — 08 was 342,274 units with the proportion 
of voluntary blood collection as 62.04%. The State will continue to maintain a high proportion 
of voluntary blood collection with a target to achieve voluntary blood collection as 80% 
during the year 2008 — 09. This will require at least 235,610 units of blood to be collected 
through blood donation camps and about 20% of units through donation by regular blood 
donors. The State will be organizing a several need based blood donation camps to improve 
blood collection. 


Facilitators Notes: TB Control Programme in India 


Tuberculosis (TB) is an infectious disease caused by a Bacterium, Mycobacterium 
tuberculosis. |t is spread through the air by a person suffering from TB. A single patient can 
infect 10 or more people ina year. 


India has a long and distinguished tradition of research in TB. Studies from the Tuberculosis 
Research Centre in Chennai and the National Tuberculosis Institute in Bangalore provided 
key knowledge to improve treatment of TB patients all around the world. 


Modern anti-TB treatment can cure virtually all patients. It is, however, very important that 
treatment be taken for the prescribed duration, which in every case is a minimum of 6 
months. Because treatment is of such a long duration and patients feel better after just 1-2 
months, and because many TB patients face other problems such as poverty and 
unemployment, treatment is often interrupted. 


Therefore, just providing anti-TB medication is not sufficient to ensure that patients are cured. 
Today, for the first time since the discovery of the first anti-TB medicines in 1944, there is 
hope of stopping TB. This breakthrough is a strategy known as DOTS, an acronym for Directly 
Observed Treatment, Short-course. 


The Director-General of the World Health Organization has declared that, "The DOTS 
strategy represents the most important public health breakthrough of the decade, in terms 
of lives which will be saved." 


Controlling TB in India is a tremendous challenge. The TB burden in India is still staggering. 
Every year, 1.8 million persons develop the disease, of which about 800,000 are infectious; 
and, until recently, 370,000 died of it annually —1,000 every day. The disease is a major 
barrier to social and economic development. An estimated 100 million workdays are lost due 
to illness. Society and the country also incur a huge cost due to TB—nearly USS 3 billion in 
indirect costs and USS 300 million in direct costs. 


The Revised National Tuberculosis Control Programme (RNTCP), based on the DOTS strategy, 
began as a pilot in 1993 and was launched as a national programme in 1997. Rapid RNTCP 
expansion began in late 1998. By the end of 2000, 30%of the country's population was 
covered, and by the end of 2002, 50%of the country's population was covered under the 
RNTCP. By the end of 2003, 778 million population was covered, and at the end of year 2004 
the coverage reached to 997 million. By December 2005, around 97% (about 1080 million) of 


the population had been covered, and the entire country was covered under DOTS by 24th 
March 2006. 


Every day in India, under the RNTCP, more than 15,000 suspects are being examined for TB, 
free of charge. The diagnosis of these patients and the follow-up of patients on treatment is 
achieved through the examination of more than 50,000 laboratory specimens. As a result of 
these examinations, each day, about 3,500 patients are started on treatment, stopping the 
spread of TB in the community. In order to achieve this, more than 600,000 health care 
workers have been trained and more than 11,500 designated laboratory Microscopy Centres 
have been upgraded and supplied with binocular microscopes since the inception of the 
RNTCP. 


As a result of rapid expansion in diagnostic facilities, the proportion of sputum- positive cases 
confirmed in the laboratory are double that of the previous programme and is on par with 
international standards. Despite the rapid expansion, overall performance remains good and 
in many areas is excellent. Treatment success rates have tripled from 25%in the earlier 
programme to 86%in RNTCP. 


TB & HIV 


TB is the most common opportunistic infection in people living with HIV virus. As the HIV 
breaks down the immune system, HIV- infected people are at greatly increased risk of TB. 
Without HIV, the lifetime risk of developing TB in TB-infected people is 10%, compared to at 
least 50% in HIV co-infected. HIV is also the most powerful risk factor for progression from TB 
infection to TB disease. TB in turn accelerates the progression of HIV to AIDS and shortens the 
survival of patients with HIV infection. Thus, TB and HIV are closely interlinked. In India there 
are an estimated over 5 million HIV-infected persons 


With such large numbers of HIV-positive individuals in India, it is likely that HIV may worsen 
the TB epidemic in the absence of a robust TB control programme. However, even among 
HIV-infected people, TB can be cured. Directly Observed Treatment, Short-course (DOTS) is 
as effective among HIV- infected TB patients as among those who are HIV negative. 


SESSION 5: MY & OUR RESPONSE TO HIV/AIDS 
Objective: By the end of the session participants should be able to understand and think 
proactively on the issues mentioned below: 


- The role of DAPCU stakeholders in planning, implementing, monitoring, and 
evaluation of activities related to HIV & AIDS 


- Rolein ensuring support to vulnerable population like Sex workers and their children 
to reduce their vulnerability and to HIV infected people and their family members to 
minimize the stigma and discrimination 


- Integration of HIV & AIDS related activities in the respective department activities and 
their role in preparation of Joint Action Plan. 


Description: Participants will learn about their role as DAPCU members through a group 
activity and gain an understanding about the below mentioned points. 


1. Structure of DAC / DAPCU Coordination Meetings 


2. Integration of HIV & AIDS related issues in the respective department 
programme in the areas of: 


- Awareness and prevention, 

-  Availing the services 

- Supportto vulnerable populations 

- Careand support to infected and affected people 


Suggested Teaching Method: Group Activity, Discussion & Presentation 


Materials/Preparation required: Chart sheets, Sketch Pens, White board Markers, White 
board, LCD and Display screen 


Duration: 60 minutes 


Process: Divide the participants into 3 or 4 small groups of same department. Ex: all Police 
Department, all Zilla Panchayat, etc... 


1. Ask each group to discuss the following questions and list the points emerged in a 
chart paper: 


- Ask participants to individually write “what is my response/contribution to 
reduce HIV epidemic in my district” 


- The facilitator gives 5 minutes for the participants to write their responses. 


- The facilitator invites about 3 volunteers to share their read out their responses in 
the plenary. 


- The facilitator has to discuss & fine tune the shared statements so that it is in tune 
with reality and not just a dream statement. 

- The participants are divided into groups of 4 or 5, and belonging to the same 
organization. 

- Once this is done the participants will have to write their 
institutional/organizational response (ex: as a police department what is its 
response or contribution in the control of HIV epidemic in the given district?) 

- The facilitator invites all the groups (necessarily belonging to different 
organization) to share their organizational response statements in the plenary. 
The same has to be listed out on a chart paper of white board for a discussion in 
the plenary. 

- The facilitator has to add if there are any other roles that is possible both 
individually as well as organizationally. 


The facilitator has to sum up by appreciating their responses and mention that this will lead to 
mainstreaming DAPCU with different departments. Facilitator notes have been provided in 


the next page. 


Note: It is advised to invite the Head of the Department of any one of the concerned 
government departments for this session. 
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Facilitators Notes: Integration of HIV/AIDS issues in the Roles of DAPCU Stakeholders in the 
HIV and AIDS prevention, care and support 


Home Department: 


* Sensitisation of Police personnel on HIV/AIDS and related issues especially regarding 
interpretation and enforcement of ITPA 

¢ Support and provide safer environment to NGOs/CBOs working with the vulnerable 
populations 

¢ Protection of vulnerable populations from exploitations and harassment by local 
goons, pimps and agents 

¢ Participate in awareness programmes, thus acting as role models in communities to 
reduce stigma and discrimination 

¢ Prevent child marriage, child abuse, trafficking in children, offering children under 
Devdasi system 

¢ Protect the rights of children who are victims of abuse, trafficking etc and also the 
rights of women and vulnerable population 


Department of Women and Child Development: 


¢ Inclusion of HIV/AIDS issues in all regular educational/ awareness programs 

¢ Integration inthe curriculum of all training programs of all categories of staff 

¢ Awareness programs for Stree Shakthi groups and self help groups 

¢ Dissemination of information about HIV/ AIDS in the regular mothers’ meetings and 
Kishori group meetings by Anganwadi workers 

¢ Referrals to STI clinics, pregnant women to PPTCT and testing, encouraging 
institutional deliveries, follow up of positive mothers and children and referrals and 
follow up of ART cases by AWW 

¢ Extra Nutritional support to OVC by AWW 

¢ Priority for positive women in self help groups and other -elf employment schemes 

¢ Nondiscrimination of HIV positive children in admission in the orphanages 


Department of Food and Civil Supplies: 


¢ Inclusion of vulnerable population particularly mobile sex workers who don't have a 
permanent residence in enumerating for ration cards and issue of ration cards, would 
reduce their vulnerability. 

¢ Inclusion of HIV prevention interventions (condoms, etc...) through its vast Public 
distribution system. 


Education Department: 


Information on HIV/AIDS and life skills to all students of High school 

Non discrimination in admitting the children of positive parents and HIV positive 
children in schools and hostels 

Extra nutritional support to positive children in the midday meals programmes & in 
hostels 

Referrals of seriously ill children to care centres 

Regular reviews at all levels 

Ensuring the admission of children of Sex workers into schools and hostels without 
discrimination and stigma 

Inclusion of HIV & AIDS issues in CRC/BRC trainings 

Ensuring HIV & AIDS issues in DIET in-service and pre service training 

Inclusion of HIV & AlDS issues in TCH/BEd courses 

Involving SDMC in awareness building activities and to promote non discriminatory 
attitude towards HIV infected children's among parents and teachers 

Involvement of ZSS in promoting awareness on HIV & AIDS issues 

Involvement of JSS for vocational skill training for Sex Workers and + people 


Social Welfare Department: 


Sensitisation of staff of the department on issues related to HIV/AIDS 

Awareness programmes for children in hostels and orphanages to protect themselves 
against abuse and sexual exploitations 

Non discrimination of HIV positive children in admission to hostels and Ashram 
schools 

Extra nutritional support and health care to positive children 

Preference for PLHIV in self employment schemes and training programmes 
implemented through boards and corporations 

Regular reviews at all levels 


Health and Family Welfare Department: 


Include information on HIV and AIDS inthe regular IEC activities conducted by the dist 
staff and through field work of Health assistants( Both male and female) 

Appropriate referrals to STI clinics, ICTC, PPTCT,ART and follow up by both field and 
clinical staff 

Inclusion of HIV/AIDS issues in VHSC activities 

Non discrimination in treating positives by health care providers at Sub centres,PHUs, 
PHCs,CHCs, General hospitals and district hospital. 

Referrals of all TB cases to ICTC for testing 

Support to the prevention and care projects run by NGOs, CBOs and FBOs 
Regular reviews at all levels 


NYKS/NSS: 


¢ Inclusion & Dissemination of information on HIV/AIDS by the members in all possible ways 

¢ Conduction of special programmes on HIV /AIDS issues and observance of special 
events like blood donation day, World AIDS day etc 

¢ Conduction of campaigns, street plays and other publicity activities by the members 

¢ Formation of Red Ribbon clubs at village level and taking up the issues of HIV and AIDS 
proactively 

¢ Regular reviews at all levels. 


ZP President, Members, TP President, Members: 


¢ Talk openly on HIV/AIDS issues on all forums and see that it is an agenda for discussion 
at all review meetings, party meetings 

¢ Involve HIV positive people in all public function to reduce stigma and discrimination 

¢ Ensure benefits by the government schemes reaches the vulnerable populations 

¢ Fightfor the rights of the positive people and also the vulnerable population 

e Ensuringthecare and support forthe PLHIV and OVCintheir constitutional area 

¢ Demonstrate the leadership in fight against HIV/AIDS and be a role model 


Civil Society Organizations (Non HIV NGOs and CBOs) 


- Integrate HIV/AIDS issues in all the ongoing programmes right from awareness 
creation to care and support of PLHIV 

- Support the NGO/CBO working in the field of HIV/AIDS in the poconttaie area of 
operation 

- Ifitisaright based organization fight for the rights of women in sex work, children, PLHIV 

- If it is a curative medical service organization integrate HIV care in the ongoing 
programme. 


Annex 1: Sample One Day Schedule 


Content 


National, State 
and district 
profile. 


NACP - Ill 
Basics of HIV 


Programs at the 
district level 


Sub Content 
Registration, Inauguration, 
Introductions, Objective Setting, Pre 
test 

Socio-demographic profile (Population, 
Sex ratio, Occupation, Literacy) 
General health scenario, MMR,IMR, TB, 
Malaria, 

HIV scenario (history) 
Background of NACP 
Goals and objectives 
Program components (as mentioned in 
NACP -Ill) 

Role of NACO, KSAPS and DAPCU 
Myths and misconceptions 
Mode of transmission 
Prevention 

Care and Support 


Prevention — ABC message 
ST 

ICTC/PPTCT 

ART, CCC/DIC 

TB 


Duration (in minutes) 


Core group (FSW, MSM-T) 
Bridge population (Migrants, Truckers) 
Needs of PLHIV, OVC 


Vulnerable 
groups and 
stigma and 


discrimination. 
Our/my response | Department level 

Preparation of Dept Level Action plan 
Wrap Up / 


Evaluation 
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Annex 2: Energizers 


Energizer 1: Knotty Problem 


Description: Two members of the group try to give directions to the rest of the 
participants about how to untangle themselves from a problem. 


Process: 


1. Ask two people to volunteer to be “professional health workers”. Ask them to leave the 
training room until you call them back in. 


z 


oe 


Ask the rest of the group to form a big circle by holding hands with their neighbour 
on each side. Then, keeping their hands held tightly throughout the exercise (until 
stage 6 below), the circle of participants should tie itself into a human knot. 
Remind participants that when the “professional health workers” try to untangle 
their human knot, never to drop their hands and only to follow their specific 
instructions. Tell them not to go out of their way to help them. 


> 


Call the “professional health workers” back to the group and instruct them to hold 
their own hands behind their backs. 


Then ask the “professional health workers” to unravel the human knot made by 
the participants using verbal instructions only. They can move round the knotted 
circle of people, but cannot touch anyone. 


Tell them they only have three minutes. 


Note: You will find that the “health workers” will move around the group and may manage to 
change a few positions, but they will fail to untangle them! 


6. After 3 minutes, call “stop”. Ask the circle members to let go of each other's 
hands and untangle themselves. 


7. Askthem to form anew circle, this time with you and the “health workers”. 


8. Tie yourselves into another knot and try to untangle yourselves with 
everyone's help. 


Note: This exercise illustrates that people can solve their own problems. . It shows that 
outsiders do not always have solutions for a community's problems. Instead the community 
should have the major role in solving its own problems. With only a little input from outside 
they can achieve a lot. Encourage the participants to relate this game to their own lives by 
asking them for personal examples, e.g. in relation to their parents, school, extension 
workers, elders etc. 


Energizer 2: Fruit salad 


Description: One person, Standing in the middle of all the other 
in a circle, calls out a fruits name, and all the Participants with th 
their positions into a new space. 


Participants who are sitting 
at name have to move from 


Duration: 20 minutes 
Process: 


1. Stand in the middle of the circle. Everyone but you needs to have an established place to 
sit. For instance, if participants are sitting on mats, agree how many should be sharing 
each mat before the game begins. Chairs are preferable. 

2. Ask the participants to choose three different fruit names. Then go round the circle, 
naming each participant in turn with these fruit. For instance, the first person could be a 
mango, the next a banana, the third, an orange. The fourth would then be another 
mango. Go round the whole circle until everyone, including you, has one of the three fruit 
names. 

3. Next explain that you are going to call out one of the fruit names. Everyone with that 
name has to jump up and find somewhere else to sit. You too are also going to find a place 
to sit. The person who doesn't find a new place will be left in the middle and will have to 
call out the next fruit. 

4. To make the game really exciting the person in the middle can just call out "fruit salad!" 
When that happens everyone has to jump up and find another place to sit! 


Energiser 3: Mime the Lie 


Description: Each person in turn mimes an action and, when asked what she or he is 
doing, says she or he is doing something else. The next person has to mime what the 
previous person said she or he was doing. 


Process: 


1. Ask everyone to stand in a circle. 

2. Begin by going into the middle of the circle and miming an action, such as getting dressed. 
Tell the person who was next to you in the circle to ask you aloud what you are doing. You 
reply by saying out loud, for example, “I am digging a hole in the ground!” Everyone will 
laugh! Next, ask the person who asked you now to enter the circle and to mime what you 
said you were doing. 

EJ When her/his neighbour asks what she or he is doing, she or he will also lie. 

4. The game continues until everyone in the circle has had a chance to do one thing, 

but to say they are doing something else. 


Note: This is a good warm-up exercise, because it gets everyone involved and makes 
everyone laugh. It is also useful to refer back to this exercise later in the workshop to prove 
we often say we are doing one thing, while in fact we are doing something else. We may also 
lead others into problems if they don't see through our lies. 


Annex 4: Overall Evaluation of the Training 


Dear Madam / Sir, In order to make these trainings more productive & useful, we will 
need your feedback. Hence we request you to kindly share your thoughts about the 
meeting. 


1. The training provided me an opportunity to share and learn from each other: 
Agree Disagree Don't know 
2. What did you find to be most valuable about the training? (Please check one or more.) 
- learning new information 
- strategies to adapt/adopt 


- discussions with other partners 
- other: 


3. The presentations were helpful for me to learn better: 


Agree Disagree Don't know 


4. What did you find were the three most useful parts of the training? 


5. Do you have any other recommendations for changes to the training? 


6. List 3 changes you could implement in your work as a result of completing this 
training? 


Thank You. 


Annex 5: Pre/Post Training Questionnaire 


Dear Participant, requesting you to please give your answers/opinions to below mentioned 
questions. If you any doubts please ask the facilitator. 


Name: Designation: 
1. Expand the acronyms HIV & AIDS 
2. List out 4 routes of HIV transmission 
a b. 
C d. 
3. What do you mean by Window period? 
4. Name 2 important groups who are more vulnerable to HIV? 
5. HIV infected are promiscuous in nature, that is why they deserve the infection. 
6. Expand the word DAPCU 
9 Mention 3 reasons for women entering to Sex work 
8. Sex workers should be compulsorily tested for HIV 
>. It is dangerous to the family members to take care of the HIV infected persons 


10. By looking at a person, we can identify their HIV status 


1) 
2) 
3) 
4) 


5) 
6) 
7) 


8) 
9) 
10) 
11 


— 


Human Immuno Difficiency Virus 

HIV is the first Stage and AIDS is the advanced stage of the infection 
Through Blood Test 

He must have been in the Window Period 

ICTC 

No. She won't get infected 


a) Un protected sexual intercourse b) transfusion of untested infected blood 
c) Sharing of infected needles d) transmission from mother to child during child birth & 
after child birth through breast milk 


Uncontrollable Fever, diarrhea 
No permanent cure yet 
ART center 


With Intervention of Nevrepin there is a 98% chance of the child being negative. and 
without intervention the chance of the child being negative is 70%. 


ACRONYMS 


AIDS 
CBO 
CSW 
DAPCU 
HIV 
IHAT 
ICTC 
IPC 
ITPA 
IVDU 
FSW 
KHPT 
KHSRDP 
KSAPS 
MSM 
NACO 
NACP 
NGO 
NRHM 
OVC 
PHFI 
PITA 
PLHA 
PMTCT 
Ppp 
PPTCT 
RTI 
SITA 
STD 
STI 
TB 
VCTC 


Acquired Immuno Deficiency Syndrome 
Community Based Organization 
Commercial Sex Worker 

District AIDS Prevention and Control Unit 
Human Immunodeficiency Virus 

India Health Action Trust 

Integrated Counselling & Testing Centre 
Indian Penal Code 

Immoral Trafficking Prevention Act 

Intra Venous Drug User 

Female Sex Worker 

Karnataka Health Promotion Trust 
Karnataka Health Systems Reform and Development Project 
Karnataka State AIDS Prevention Society 
Men Who Have Sex With Men 

National AIDS Control Organization 
National AIDS Control Program 

Non Government Organisation 

National Rural Health Mission 

Orphan and Vulnerable Children 

Public Health Foundation of India 
Prevention of Immoral Trafficking Act 
People Living with HIV /AIDS 

Prevention of Mother to Child Transmission 
Public Private Partnership 

Prevention of Parent To Child Transmission 
Reproductive Tract Infections 
Suppression of Immoral Trafficking Act 
Sexually Transmitted Disease 

Sexually Transmitted Infection 
Tuberculosis 

Voluntary Counselling and Testing Centre 
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Karnataka Health Promotion Trust 


Karnataka Health Promotion Trust 

IT Park, 4th & 5th Floor, #1-4 Rajajinagar Industrial Area, 
sehind KSSIDC Administrative Office 

Rajajinagar, Bangalore, KA 560 044. Ph: 080 4040 0200 


Website : www.khpt.org E-mail : khptbIr@khpt.org 


